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The Editorial Board is indebted to Miss Jean E. Browne for the 
following résumé of the symposium presented at the Annual Meeting of the 
Association, Toronto, May, 1932. 


RESUME 


Those who were responsible for the programme of the Nursing 
Section of the Canadian Public Health Association this year are to be 
congratulated upon having avoided diffuseness. So many programmes 
are ruined by having scattered topics and it was a real pleasure for 
those who attended the Section to find concentration of purpose. 


The symposium consisted of: 


1. The Psychiatrist Looks at Public Health Nursing. 

2. The Private Physician Looks at Public Health Nursing. 
3. The Public Looks at Public Health Nursing. 

4. The Public Health Nurse Looks at Herself. 


The Chairman of the Section, in introducing Dr. Mitchell, pointed 
out that it was rather a courageous undertaking to ask a psychiatrist 
to be perfectly frank in his views of the public health nurse. Dr. 
Mitchell was quite frank. To quote from his address: 

“The psychiatrist who at the same time has had as part of his 
training, experience in community psychiatry and mental hygiene, who 
has had an opportunity of seeing how tremendously important early 
experiences and relationships of the individual have been in determining 
later maladjustments, sees even more clearly the place public health 
nursing may play for the preservation and promotion of mental health. 
Moreover, he realizes very acutely that this nursing group represents 
at the present time a potential rather than a positive influence in this 
field. Indeed it would appear that, with her present inadequate 
equipment for work in the mental health field, and with circumstances 
which may seem to make it imperative for the nurse to give advice and 
direction to individual parents, teachers or employers, or to do group 
teaching, she may be decidedly a negative or harmful influence 
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‘“‘T am not attempting to discuss. the nurse’s factual equipment on 
the physical side. Regarding, however, the public health nurse’s 
equipment to deal with problems of mental health and mental hygiene, 
I think I may say that the public health nurses have not yet in their 
hands a satisfactory body of information regarding mental health or 
mental growth. Neither has the nurse’s training prepared her satis- 
factorily for her educational task. She does not understand the problems 
involved in adult education, and particularly in this difficult field of 
adult education, regarding principles of mental health. . . . The nurse’s 
training has done, I should say, remarkably little to help her to under- 
stand and look behind the resistances and defences of the adult indi- 
viduals whom she is trying to re-educate.”’ 

Since a specialist is one who knows more and more about less and 
less, it is a lucky thing for most of us that there are generalists. Dr. 
A. M. Jeffrey, who was chosen to give his views of the public health 
nurse from the point of view of the general practitioner, gave perhaps 
the most clear-cut analysis of the relation of the public health nurse 
to the physician that the audience had ever listened to. With exceed- 
ing candor he pointed out that the final responsibility for the patient 
rests with the physician, and that no good can come of the public 
health nurse’s attempting to meddle with the situation. Dr. Jeffrey 
said, in part: 

‘There is an underlying resentment on the part of the doctor for 
what he believes to be an unwise encroachment on his individual 
relations with the family. He feels that, having spent much money 
and time on the preparation for his work, to say nothing of the ex- 
penditure of funds by the state on his education, the whole thing is a 
poor investment on all sides if his influence tends to be undermined by 
public health organizations. For he feels that in so much teaching 
the nurse is invading his domain and that, comparatively, she is less 
well equipped for this work than he.” ; 

There was also apparent in Dr. Jeffrey’s address the significant fact 
that the generalist is thinking not solely in terms of disease to be 
treated, but rather of the patient as a whole. This idea cannot be 
over-emphasized, and is one which the successful public health nurse 
must very carefully observe. 

Mrs. Plumptre gave a very shrewd interpretation of what the 
public think of the public health nurse. Her interpretation was also 
very kindly disposed. Her chief criticism was that the public health 
nurse does not make her services generally enough known and that she 
should have wider and better publicity. 

Finally, Miss Harris gave an introspective glance at the nurse her- 
self. Miss Harris, who spoke from the very practical view-point of 
nurse in action, was sure of her ground at each step, and revealed some 
of the difficulties and methods of overcoming them. 

JEAN E. Browne, Reg. N. 
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I. The Psychiatrist Looks at Public Health Nursing 


W. T. B. MITCHELL, M.D. 


Director, Mental Hygiene Institute; Assistant Professor of Mental Hygiene, 
Department of Preventive Medicine, McGill University, Montreal 


HE psychiatrist, even though he be engaged completely in the 
a: treatment of adult mental disease, has his attention directed so 
positively and so consistently to the genetic or developmental 
aspects of mental disorders that he cannot escape an interest in the 
potential influence which the public health nurse, through her wide- 
spread and intimate contacts in the community, may represent in the 
field of mental health. The psychiatrist who at the same time has 
had as part of his training, experience in community psychiatry and 
mental hygiene, who has had an opportunity of seeing how tremendously 
important early experiences and relationships of the individual have 
been in determining later maladjustments, sees even more clearly the 
place public health nursing may play for the preservation and promotion 
of mental health. Moreover, he realizes very acutely that this nursing 
group represents at the present time a potential rather than a positive 
influence in this field. Indeed it would appear that, with her present 
inadequate equipment for work in the mental health field, and with 
circumstances which may seem to make it imperative for the nurse to 
give advice and direction to individual parents, teachers or employers, 
or to do group teaching, she may be decidedly a negative or harmful 
influence. 

Since the turn of the century there has been a tremendous expansion 
in the psychiatric field. We have come gradually to a more complete 
and satisfactory understanding of the meaning of mental disorders— 
an understanding which is the basis for our present programme of 
prevention. We have come to accept the fact that just as physical 
disease represents some degree of failure occurring in the relationships 
between the individual and his physical environment, so mental disease 
is the result of failure occurring in the relationships between the 
individual and his social environment. There is one general difference 
to be noted in this analogy between physical and mental disease. 
A physical disease state is the direct result of this unequal contest 
between the individual and the hazards in his physical environment. 
For instance, typhoid fever is the direct result which occurs even with 
a perfectly organized, healthy individual, when he takes into his system 
live typhoid organisms. On the mental side there is an intermediate 
step in this relationship between the person and his environment. 
On the basis of the unequal contest with factors in his social environment 
which are inimical to his healthy mental growth, there arises within 


himself a misunderstanding or mental conflict which over a period of 
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time appears to be the important factor in determining mental malad- 
justments. 

‘‘A chain is only as strong as its weakest link,’’ and the weak links 
in the mental integration of the individual are laid through the occur- 
rence of mental conflict in the growing-up period. A psychoneurosis 
cannot possibly arise in a completely integrated, mentally healthy 
individual in the face of some hazards in the social environment. The 
background for the individual’s inability to face and accept the reality 
which he meets has been laid, as we have previously indicated, in the 
misunderstandings; mental conflicts and unhealthy emotional patterns 
which he has accumulated as part of his mental equipment during the 
growing-up years. 

Through the clarification of our thinking as to the nature and basis 
for mental maladjustments, we have been able to place mental dis- 
orders on exactly the same frank, understandable basis as has, for a 
longer period of time, applied in the case of physical ill-health, and year 
by year we have come to realize more completely the importance of the 
developmental years. 

In the field of physical health we have gradually succeeded in 
isolating many of the hazards to physical health and have succeeded in 
establishing principles governing healthy physical growth. We have 
learned ways of both building up the individual’s physical resistance 
and of simplifying the environment through the removal of certain 
hazards. In the field of mental health we gradually have learned more 
about the individual’s mental constitution and the individual’s ability 
to resist and to adjust himself, and, at the same time, have gradually, 
as in the physical field, succeeded in isolating certain factors frankly 
inimical to healthy mental growth and in formulating certain principles 
governing growth of personality. These accumulated new data regard- 
ing mental health have been acquired chiefly in two ways: through 
reading back in the life histories of adult individuals with psychiatric 
disorders, and through direct observation of growing children and the 
gradual evaluation of the apparent effects of all of their relationships, 
family, school, social, from infancy through adolescence. Through our 
better attempts at the evaluation of human behaviour we have come 
to recognize that there is no sharp line of demarcation between mental 
health and mental disease, that between these two extremes there is a 
gradation in which lies the tremendously large group of partial successes 
and partial failures. 

It is to this tremendously broad psychiatric picture involving every 
individual and every activity in the community that the public health 
nurse brings her efforts. A sympathetic impersonal understanding of 
human nature and development of personality are essential to all who 
have intimate and prolonged contacts with individuals. The nature of 
public health nursing establishes a contact all along the scale—with the 
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the adult. The nurse’s success in the community and her value to the 
community are going to depend not only on her understanding of the 
physical facts involved in states of health and disease, but also upon 
her ability to understand and, through her understanding, to some 
extent control both her own behaviour responses and those of individuals 
with whom she comes in contact. She must be able to see the individual 
as a whole reacting personality, physically and mentally integrated. 
She must understand growth processes in such a way that she may be 
able to reconstruct satisfactorily the steps by which an unfortunate 
result has occurred and also that she may be able to recognize and, 
through intelligent guidance, to assist in the modification of significant 
deviations from healthy growth in the developmental period. 

The point of departure as between private nursing and public health 
nursing seems to lie in the teaching functions which have been assumed 
by the latter group. The public health nurse has chosen the most 
difficult task in the educational field when she has taken on the problem 
of adult education. The essential element in education is growth. 
Guiding the integration and growth processes in the growing child, and 
avoiding mistakes in this guiding process is difficult enough. The 
education or re-education of adults involves a great many more serious 
difficulties. It is really a question of helping the adult not simply to 
acquire a new body of information but at the same time to change his 
underlying beliefs and attitudes. This reconstruction of parents’ or 
teachers’ beliefs, attitudes and prejudices is necessary before they can 
successfully incorporate and practise the new body of health information 
which you are giving them. 

How is the public health nurse to carry through the educational 
task which she has assumed? How is she to carry through this task, 
first, from the standpoint of her knowledge of the material she has to 
present and, second, from the standpoint of her understanding of the 
inherent problems and difficulties of the educational task itself? It is 
a notorious fact that even in the field of formal education the emphasis 
in the teacher's training has been placed on her familiarity with the 
curricular material and on the methods of presenting such material 
rather than on understanding the individual child and how he learns 
and develops. Educationalists are seeing this as a serious defect in 
the school picture. From the standpoint of the educational task facing 
the public health nurse, it would seem to represent an even more serious 
problem. 

1 am not attempting to discuss the nurse’s factual equipment on the 
physical side. Regarding, however, the public health nurse’s equip- 
ment to deal with problems of mental health and mental hygiene, 
I think I may say that the public health nurses have not yet in their 
hands a satisfactory body of information regarding mental health or 
mental growth. Neither has the nurse’s training prepared her satis- 
factorily for her educational task. She does not understand the 
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problems involved in adult education, and particularly in this difficult 
field of adult education, regarding principles of mental health. Probably 
in no other field are so positively ingrained beliefs, prejudices and 
intolerant attitudes as around the question of behaviour of children 
and of adults, involving as. it does the problems of discipline and 
obedience, of moral and ethical behaviour, sex interests, etc. The 
nurse’s training has done, I should say, remarkably little to help her to 
understand and look behind the resistances and defences of the adult 
individuals whom she is trying to re-educate. 

In order to help her realize her own place of usefulness in this field, 
how individual mental growth and integration occur, the various phases 
through which the child passes in his mental growth from infancy to 
adult life, what is the average to be expected at various age levels, 
what is significant in the individual child’s behaviour as indicating 
unhealthy mental growth, she must be familiar with the factors inimical 
to healthy mental growth and how these factors operate. She must 
be able to understand the meaning of adult behaviour responses and be 
familiar with the psychiatric approaches and the processes involved in 
modifying adult behaviour. As well as being adequately equipped as 
regards the facts of mental health and mental growth, she must, at the 
same time, be prepared to understand other individual’s responses. 
She must have sufficient insight with reference to her own feelings and 
behaviour that she is prepared to meet difficult resistant adult responses 
in a controlled impersonal, understanding fashion. 

This equipment of the public health nurse which I have briefly 
outlined appears to suggest certain fundamental changes in our previous 
training methods. We must devise some means of more and more 
completely equipping the nurse for her task in the mental health field. 
You will have gathered that it is my opinion that this process of nursing 
education involves far more than the giving of a certain new body of 
factual information. It involves certain fundamental changes in the 
nurse’s attitude to individuals and probably to many of life’s problems. 
In many cases it involves modification of the nurse’s own beliefs and 
attitudes and emotional responses. It would appear that we cannot 
hope to accomplish this result through post-graduate courses alone. 
Perhaps the most important accomplishment of any post-graduate 
course is the making of a beginning of a new point of view with reference 
to mental health upon which the nurse may build throughout her 

experiences. Probably from the standpoint of the nurse’s training, 
we should be thinking in terms of how satisfactorily and how completely 
mental health and psychiatric principles may be integrated and 
incorporated in the under-graduate training. For the graduate nurse 
in the public health field as it exists to-day, I should say that if she is to 
accomplish what is possible, we should see that over the next period of 
four or five years there is made available to this body of public health 
nurses the material which will make it possible for them to equip them- 
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selves more and more completely for this effort for the promotion and 
preservation of mental health, which probably promises more for the 
next quarter century than any other development in the field of public 
health nursing. 


II. The Private Physician Looks at Public 
Health Nursing 


A. M. JEFFREY, M.D., Toronto 


F any one is asked to express an opinion on a subject, he is inclined 

I to think of it first in an impersonal and broad way and secondarily 

about his own attitude towards it. For example, ask any man 
about the alcohol problem. He will tell you that it is a great and far 
reaching evil but then, of course, a little now and then is all right for 
a man like him. And so it is, then, when I ask a physician what he 
thinks about public health nursing, I am greeted first by a stare which 
asks ‘‘Now what are you about to start?’”’ And then he replies that 
he knows very little about it. As an after thought he may remember 
the personal experience when the public health nurse was believed to 
have said such and such or done so and so. 

Perhaps at the outset it would be wise to be cattails In Toronto 
when a physician thinks or speaks of a public health nurse he refers 
to the group who spend their time in teaching rather than in nursing. 
He does not ordinarily think of the members of the Victorian Order and 
the Saint Elizabeth Order as being public health nurses. 

The private physician knows very little about the teaching public 
health nurse. He does not know how she spends her day and anything 
he may hear from her tends to come second hand. He is an individual 
on his own. She is a member of a group. The physician fears the 
activities of the nurse first, because he does not know her and second, 
because to him she seems less of the individual than merely the member 
of the group. It is hard to trust the stranger. It is also natural for 
the individual to distrust the crowd. But if the doctor could only 
know the nurse as an individual anxious to co-operate he would be less 
likely to be wondering about her activities in an apprehensive way. 

What better contact can the nurse make than to be present at the 
confinement in the home? And yet this contact is wasted as far as the 
doctor is concerned, for the nurse who does the actual obstetrical 
nursing may have little to do with the prenatal supervision and very 
little to do with the welfare of the infant and its feeding control. In 
other words, the continuity of favourable relations between doctor, 
nurse and patient and the hope of working together is broken off by the 
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introduction of a stranger to take over these latter duties. Is this wise 
if the doctor is really of such importance? Is it a question of realizing 
our problems and modelling our organization to meet them, or is it 
rather a question of distorting the problem in an attempt to squeeze 
it into shape so that it may fit into existing organization? While it 
may be a departmental convenience to divide up responsibilities in the 
field work, yet this hopelessly breaks the contact with the doctor and 
the patient. 

It is an unfortunate fact that many of us have our off days when our 
usual tact and discretion seem to have taken a holiday. It is astonish- 
ing how long a doctor remembers any indiscretion. He feels, once 
bitten, twice shy. Every doctor should be asked to report such 
indiscretions. This procedure would clear away much smoke to see if 
there be really any fire and would act as a real deterrent. Most of us 
are human and it is on the eve of discovery that our sense of guilt 
develops. It is human that, in the inter-relationship of three people, 
the talk and discussion of two of these may be less guarded in the 
absence of the third. 

It would be good if the doctor could know of the nurse’s constant 
endeavour to refer his patients to him, at the same time keeping herself 
in the background. It would help also if the doctor could know what 
this nurse candoforhim. The doctor already uses the excellent service 
offered by the Public Health Laboratory which does so much for him 
and for his patient. It would be excellent work if the nurses’ services 
could be made as usable. She can teach the mother the preparation 
of his formula for the baby. She can oversee, if desired, the precautions 
needed in the home in which communicable disease exists. She can 
take swabs for release of diphtheria and obtain sputum specimens from 
the tuberculous patient. She will gladly try to get the family to follow 
out any instructions the physician may give and at all times she will 
remember that he is the person who is assuming the responsibility and 
will never give any advice without his expressed desire. All this is 
very fine. How can the physician be assured that this particular nurse 
in question will confine her efforts to this sort of tactful service? There 
is only one way of gaining his confidence and that is when he knows 
her well enough to trust her. 

Even any one actually engaged in public health nursing finds her 
viewpoint changing with the length of her service. She has an early 
critical attitude toward her work that later changes to one of apprecia- 
tion. Does this change depend on seeing good results from the work 
or is it a question of losing her individual perspective in fusing with 
the crowd? It is probably much of the former mixed with a little 
of the latter. How then can the doctor who looks upon public health 
nursing from a great distance and only now and then, escape from the 
early attitude of criticism felt by the nurse herself? He gets an 
occasional glimpse of a crowd of people busying themselves with seeming 
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trivialities. For much of this work he fails to see the need of a nurse’s 
training. 

Perhaps the attitude of some public health nurses is not without its 
influence on his viewpoint. In the doctor’s life there are many worry- 
ing responsibilities. Comparatively, the nurse’s life is free from this 
type of anxiety. Without the actual responsibilities for decisions that 
may mean life or death, her confidence and assurance may grow con- 
siderably in the absence of any such retarding influences. And, by the 
way, it is this sense of importance as a member of the public health 
that does so much to antagonize both the public and the doctor. It 
would be better to let a few problems go unsolved than to push them 
to the bitter end and eventually lose out by stirring up ill feeling. 
How can a graduate from a course in nursing and public health and 
without further contact with the public in actual nursing, ever, in the 
remotest degree, realize the difficulties of a doctor’s life and especially 
the ordeal of his earlier years of practice? On the other hand, the 
type of public health nurse who, after graduating years ago, has had 
many years of work with the doctor in the hospital wards or private 
duty nursing, has a wealth of sympathy for him. She knows his 
problems and remains more individualistic in her sympathies. She 
does not readily surrender this attitude for the perhaps less thoughtful 
feeling of the group. She is, therefore, the important factor attempting 
to maintain good relations between the public health nursing services 
and the practising physician. 

It is true, too, that a doctor’s viewpoint changes with the number 
of years he has been in practice. Early in his career he must of necessity 
be more sensitive to adverse currents than later, when, well settled on 
his course, he can be indifferent to any wind that blows. We must 
remember that the doctor’s survival depends on whether or not his 
advice is accepted. The nurse’s advice is just so much more flour to be 
ground out from the mill and her bread and butter does not depend 
onits acceptance. In her zeal and anxiety to help the family in matters 
of health, she may forget that in the final analysis the private physician 
must assume the responsibility. He may feel like the musician who is 
trying to make sweet music in the room in which some one else persists 
in talking, or like the man who, in paddling the tippy canoe, watches 
with apprehension as the stranger steps into the craft. And so the 
nurse becomes enthused with the aims and objects of her group. Is it 
any wonder that at times she may forget the individual concerns of the 
doctor? In the busy routine of the organization his very existence can 
be kept in mind only by artificial effort. And yet, potentially, he is 
the most important cog in the working out of preventive medicine. 

Until the present state of affairs is altered, is it wise for any public 
health nurse to utter or even feel criticism towards the doctor about 
his work? The reason I say this is that there are so many well trained 
and thoroughly fair minded individual doctors who do not wish the 
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public health nurse to visit their patients. They are more content and 
easier in their minds when she is elsewhere. With these conditions as 
they are, would it not be well for the nurse to remain sufficiently an 
individual to take stock of herself and her organization rather than to 
attempt to assess the merits of others? She would be entirely cured 
of any feeling of criticism could she assume the responsibilities of the 
physician for even a short time. Is it not like the spectator at the 
game who feels free to criticize the performance of the player without 
ever being in danger of having to show his own prowess? I must 
confess that my sympathies are rather with the doctor as the underdog, 
for he must stand alone and shoulder his responsibilities without any 
huge organization at his back. 

It may be that the doctor as well as the public has not clearly placed 
the blame for the unfortunate quarantine regulations for communicable 
disease. These have been altered for the better but are still far from 
perfect. In attempting to co-operate with the provisions of this 
legislation, many of which have been manifestly absurd to the doctor 
and in a degree also to the public, the public health nurse has been 
too often considered the responsible party and has been made the scape- 
goat. Enforcement of the regulations has done much harm to the 
public health nurse in her contact with others. She has been the un- 
welcome guest in the home with minor communicable disease and this 
especially in the poorer districts. It makes one stop to consider the 
great responsibility of enacting such legislation. Think of the time 
wasted and worse than wasted by so many people. Think of the 
undesirable apprehension engendered in the mind of the public. 

Those interested in furthering the welfare of preventive medicine 
could not do better than in interesting the private physician in this work. 
It is infinitely more important to make sure of his co-operation than 
to attempt the training of the whole public. By the very nature of his 
education and work he will be the most easily interested. When the 
time has come that his importance is realized and full use is being 
made of him and when his confidence is sought and won, then will he 
seek out the public health nurse in his work. Then and only then will 
he think well of public health nursing. 

In writing this paper I have tried to tell what I believe to be the 
truth as it is. I had the opportunity of spending two and a half years 
in public health work and was happy and enjoyed my associations. 
It was a valuable experience. I had the opportunity of making friends 
with many public health nurses and was impressed by their high ideals. 
They would, however, I think, be happier if they had some actual 
nursing to do. Remember what they are asked to do—namely, to 
spend about two-thirds of their day visiting and teaching, and in spite 
of this are expected to keep out of trouble. It would be hardly the 
truth to say that all is well between the public health nursing service 
and the practising physician. There is an underlying resentment on 
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the part of the doctor for what he believes to be an unwise encroachment 
on his individual relations with the family. He feels that, having 
spent much money and time on the preparation for his work, to say 
nothing of the expenditure of funds by the state on his education, the 
whole thing is a poor investment on all sides if his influence tends to be 
undermined by public health organizations. For he feels that in so 
much teaching the nurse is invading his domain and that, comparatively, 
she is less well equipped for this work than he. 

In closing I must confess a feeling of uneasy apprehension. Have I 
not been guilty as an onlooker of what I have so decidedly decried in 
others? In other words, I have offered criticism towards things for 
which I have never had to assume the least responsibility. Perhaps 
if I had had a share in this I should not have consented to writing or 
reading this paper. 


III. The Public Looks at Public Health Nursing 


ADELAIDE M. PLUMPTRE, Toronto 


T is quite unnecessary to define public health nursing to this audience, 


but I wish the audience would define it authoritatively to me— 

who, however inadequately, am representing this morning the 
Public. 

I find that you yourselves, in the recent Survey of Nursing Education 
in Canada, are asking whether nursing is a profession; and if you, the 
experts, are still asking that question, you must not be too hard on the 
Public, who are still a step or two behind you in this matter. For many 
of us are still asking ‘‘What is public health?” and I find a considerable 
variety of opinion on this subject among people of my own acquaintance. 

Here are a few answers: 

(1) Public health means the health of the community as opposed 
to the health of the private individual. 

(2) Public health service is a service supported by publicly collected 
funds (taxes) and administered by publicly appointed officials. 

(3) Public health is preventive and not merely curative. 

(4) Public health means healthful environment. 

(5) Public health nursing is not really nursing at all; it is a cam- 
ouflage to call it nursing; it is really the teaching of hygiene; and it is 
called nursing because people are more in favour of nursing than 
teaching; and so it is more easy to get it paid for out of the taxes. 

As no paper on nursing is complete without a reference to Florence 
Nightingale, I will add her definition of it—‘‘nursing the well,’’ and 
if we go back to the primary meaning of the word nurse, which is closely 
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connected with food, we find ourselves including in public health, the 
very necessary idea of proper feeding. 

I would, therefore, submit that the Public looks at public health 
nursing with a certain amount of uncertainty as to its outlines, and 
that an authoritative definition of public health and of public health 
nursing would be warmly welcomed by us. 

But the Public is not an individual, but rather a composite of groups. 
If you look at it carefully, you will see many persons; if you listen, 
you will hear many voices, all speaking at once and all saying different 
things. If I tried to combine them, the result would be only a hideous 
confusion; so I shall try to distinguish and relay them to the audience. 

I see, in the forefront, the tax-payer. For our purposes, he is the 
descendant of the economic man of the older economist who feels only 
through his pocket. He looks at public health nursing as the latest fad 
devised to deplete his ‘‘wad”’ or the last frill to empty the tradesman’s 
till. He sees it as a potential mill on the dollar in the tax-rate; and 
he asks, with perfect justification, I think, what right has anyone to 
add even a straw to the tremendous burden of taxation which we have 
already imposed upon us? 

I would venture to suggest to the audience that the way to meet 
this gentleman is with a persistent and steady drip of information as 
to the cost of public ill-health. Once convinced that it costs a com- 
munity more to be ill than to be well, he will be satisfied to pay even 
the extra mill on the dollar. The cost of an epidemic occurring this 
year may be so used as to have a distinct and direct influence on the 
health budget of the community next year—but only if it is clearly 
and often explained in the press and on platforms and in pulpits, and 
made the subject of questions at election time. 

I see also the individualist. He looks back to the days when there 
were no provisions for health except those made, according to their 
conditions, by each household. He dislikes “‘molly-coddling”’ in any 
form: he loves independence of mind and body. He certainly has some 
justification for his fears; we have all seen, with regret, a tendency to 
demand service from the state without a counterbalancing desire to 
render service to the state. But can we be individualistic or independ- 
ent in this matter of health? In self-defence, if for no altruistic motive, 
we need the regulation of public health in our modern communities; 
and of this, public health nursing is the practical application to the 
community. 

I see also the conscientious objector, whose religious faith or racial 
prejudices make him eye with disfavour any attempt to coerce him 
against his will. What is to be done with him or her? Again, I would 
urge steadily repeated, simply expressed statements of the achievements 
of public health in reducing infant and maternal mortality, in saving 
child life and so on, with a tactful and sympathetic effort to make the 
invasion of his liberties as light as possible. 
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I can hear also the conscientious critic. He has known a case in 
which a public health nurse prescribed for a patient, perhaps only 
aspirin or a hot water bottle. Public health nursing is, therefore, an 
unauthorized invasion of the physician’s territory: a nurse should 
nurse and not try to be either a “‘half-baked’’ doctor or a “‘hard-boiled”’ 
one. Iam sure the public is with the critic in his views, and I am also 
sure he is expressing the views of the nursing profession in this matter. 
But we should not judge a stocking only by its holes. 


I hear a perfect chorus of voices saying ‘‘a nurse should be a 
ministering angel and ready when pain and anguish wring the brow,” 
but that they really feel doubtful about all these clinics and classes. 
It must always be remembered that the Public feels far more than it 
thinks. How often we hear and say, “I feel that we should do this 
or that.’’ It is for this reason that bedside nursing has such a tremen- 
dous appeal to the Public. I know all about its being better to build a 
fence at the top of the cliff than to send an ambulance to the bottom, 
but I feel that there is a certainty about the need for an ambulance 
that there is not about the fence. Perhaps, after the fence is built, 
no one will walk in that direction; and, perhaps, if there had been no 
fence, no one would have fallen over; and, anyhow, there is always the 
thrill when the ambulance bell is ringing! Preventive work appeals to 
the emotions and instincts. The public loves to feel and hates to 
think: and so we are a little suspicious of a nurse who lectures instead 
of poulticing. 


When I began to think seriously about the preparation of this 
paper, I at once thought of two or three things I should do. I first 
of all thought I would find an authoritative definition of public health 
nursing in a dictionary. I tried four of them but not one of them 
even had it listed at all. The Oxford Dictionary, however, said that 
“the Public’”’ meant ‘‘the members of the community in general; as for 
instance, ‘the Public is the best judge’’’! I am grateful to the dictionary 
for this illustration. ‘‘The Public is the best judge!’’ Here is a 
crumb of comfort from an authoritative source: ‘“The Public is the 
best judge!’’ And then I discovered that, in the Survey of Nursing 
Education, to which I betook myself after the dictionaries had failed, 
it was stated that the attitude of the Public was 59 per cent ideal 
towards public health nursing. Well, I think it is something to be even 
59 per cent ideal in any attitude! 


I am glad to see that the compilers of the Survey concede that the 
majority of the Public are in favour of public health nursing. In spite 
of all the criticisms and objections I have passed on to you, I am sure 
that you have a steadily growing majority in your favour. There are 
thousands of homes in which the beneficial results of public health 
nursing have been experienced and where its value is recognized. There 
is a growing volume of instructed opinion behind this work in spite 
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of the fact that, in this time of financial distress, economies are apt to 
take strange directions. 

In the Survey I find a quotation from an eminent authority to the 
effect that public health nursing is a new profession and that the 
educational authorities have not as yet the faintest conception of the 
work, and we are doing our best to educate them! That’s the spirit, 
ladies and gentlemen! 


IV. The Public Health Nurse Looks at Herself 


B. E. HARRIS, REc. N. 
Supervising Public Health Nurse, Oshawa, Ontario 


O view this interesting self of ours in proper perspective, we must, 
so to speak, stand aside. Thus we may view it physically, 
mentally, and possibly spiritually. Earnestly acknowledging 

weak points and admitting good qualities, let us proceed to build up 
the desirable points, while we erase the undesirable ones by constantly 
working towards an ideal standard. From this effort will emerge, 
eventually, the personality we really desire to possess. 

Like many other words, ‘‘personality’’ has had its meaning cheap- 
ened through too frequent and inexact use. Numerous definitions and 
ideas of personality are used for one purpose or another, though all 
interpretations are not equally satisfactory. I prefer to think of 
‘“‘personality’’ as a possession, more or less easily changed. 

An important function in the duties of the public health nurse is to 
develop personality. Character is simply organized personalities. It 
is, probably, no exaggeration to state that every individual has as 
many personalities as there are sides to his character. As a rule, we, 
as public health nurses, expect too much. We might truly say it is 
impossible to change the characters of our adult clients. We can, 
however, help to change some of the personalities into a better whole. 

Public health nursing reaches more people than does any other work 
in nursing. Its programme is essentially one of education. The type 
of worker determines the kind of work done. It is a common belief in 
communities and among lay people, and not infrequently among doctors 
and nurses, that a graduate nurse, with no previous training in public 
health, can carry on public health work. This belief is erroneous and 
unfair, not only to the nurse but also to the work, for communities will 
measure and value the activities by the worker and the work performed. 
The public health nurse is successful in the proportion that she is 
fitted to her work. The preparedness and fitness with which she enters 
on her daily duties is measured by the assets with which she supplies 
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herself. A community employing a public health nurse has a right to 
expect her to be capable of helping in carrying on a health programme 
and to be willing to strive and to succeed in educating the people in the 
aims and value of health work. 


The first demand made on the nurse is that she have the necessary 
professional qualifications—that she be a trained, registered nurse, 
equipped for the field of general nursing, and with special public health 
training, or at least practical experience in public health nursing. 
The nurse needs hospital training to acquire technique for handling the 
sick; she needs public health training in order that she may acquire 
the way and means to health work and to develop that social viewpoint 
which is so essential for success. All work has its business side and 
nursing is no different from other work. The nurse must also have 
organizing ability and genius for co-operation. 

In her attitude towards her community, the public health nurse 
must exhibit congeniality and friendliness. In dealing with people, 
she should be kind and understanding and possessed of a broad sym- 
pathy and an ever ready spirit to help. Kindliness, along with a 
pleasing and adjustable personality, is the key to a nurse’s success. 
Looking for the bright side of everything brings out the faculty of being 
happy in situations, often trying, in which a public health nurse finds 
herself day by day. She must have poise and dignity. A saving sense 
of humour lightens many burdens. Must one be angelic to be able to 
measure up to these requirements? No! These qualifications are just 
human and sensible. All individuals possess them; some more or less. 
Some develop them only to a minor degree. 


Public health nursing work is difficult. It makes heavy demands 
on those who enter it; but, in the opportunity for service, in the know- 
ledge that one is doing something tangible and of real value in making 
this world a better place in which to live, no other calling offers greater 
rewards. The important point is the realization to be placed on the 
nurse’s value. She is the essential part of any worthwhile programme 
of effort in public health work. Her value is beyond question. 


If the public health nurse were not too busy with her work to spend 
time wondering about herself, she would be compelled to marvel at the 
various opinions about her status held by various and sundry people, 
of more or less authority, throughout the world of to-day. It may truly 
be said no other public worker comes in for such frequent criticism 
(often captious) and such praise (often almost overwhelming). From 
the paeans of compliment often sung, one would feel she is considered 
to be an angel without wings. Other opinions would indicate she is 
pandemonium let loose, practising medicine without a license and 
stirring up trouble wherever she goes. One noteworthy fact is that 
much discussion is carried on by persons who never have been and 
never could be public health nurses. This attitude has always been 
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of extreme interest to me. The only persons who, up to the present 
moment, have not taken the full share they should have taken in the 
argument are the legislators. Everyone concedes the importance of 
the réle the public health nurse plays. 

In my opinion, and that of many others, public health work can not 
be successfully carried on by any public health worker without a 
nursing background. Perhaps, it is also true, registered nurses might 
be employed in even more kinds of public health work than are now 
permitted to them. 

Common sense, as well as logic, and experience in public health work, 
points to the conclusion that the path of wisdom lies in the taking up 
of two types of service: one, educational under a local board of health, 
and directly attached to the service; the other, bedside nursing under 
a private agency, this latter doing as much educational work as possible 
in connection with its routine work of treatment. 

I hear some one ask, ‘“‘What is the duty of the public health nurse, 
what is her contact in this problem?’’ May we reply—the public 
health nurse carries the lamp of knowledge. Her work is done in the 
front line trenches. Much of the suffering of to-day is the result of 
artificial methods of living. The duty of the nurse is to go into the 
home, to study the conditions there, to teach the family why its present 
habits are wrong, and to tell what proper living conditions are. 

The need for educational talk is varied. It may be a simple matter 
of ventilation, a need for variation in the food supply, teaching and 
demonstration in the preparation of food, pointing out the disastrous 
results of insufficient rest, the need for cleanliness, or any of the 
thousand and one details which crowd the individual's daily life. Each 
family must be reached by a different path. Each must be approached 
in a different way. Always we must give consideration to the family 
circumstances and plan to make the most of the family’s resources. 

School work, tuberculosis care, social work, prenatal, infant welfare 
and pre-school age care all have a place in the programme of public 
health nursing. Details in the solution offered for the family’s problems 
are the nurse’s responsibility absolutely, though many family problems 
dovetail into those of the community in such a way that members of the 
community must stand shoulder to shoulder with the public health 
nurse and support her programme and effort, if these problems are 
to be properly solved. The public health nurse is part of a team. 
The physician is the team mate and working friend. Nurse and doctor 
both have identical objectives. Team work is necessary to attain 
the end. 

In all walks in life it is difficult to make and maintain a high value 
on human personality. Of nurses especially is it true that, with their 
observation and experience of human infirmities and failures, they find 
it hard to hold fast to a faith in human nature. No satisfaction can 
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be greater than to have been permitted to help in bringing some human 
being up to where he ought to be, in restoring health, in having brought 
out the finer traits of character, in helping life to be more worthwhile. 

Perhaps a few words still remain to be said about the effect that a 
nurse’s profession or work produces upon herself. What we do with 
life is one thing; what life does with and to us is another. To a nurse 
nothing could be greater than the effect of such a life woven into her 
personality. Her panorama of life and of human nature has been 
varied and vivid. But what has it left with her? Above all else, 
memories. What a gallery of them for the nurse to walk in, in her 
later years. And qualities—how silently, but how surely and effectively, 
have those varied scenes left their mark on a nurse’s disposition and 
her character—shall we say for better or for worse? 

Let us cultivate our gifts. Let us, together, find rest and recreation 
in jaded hours. Let us learn to value, supremely, the spiritual aspects 
of our work. Together, let us seek out strength and wisdom and 
pleasure in our profession—exercised by service. 


‘The ‘Lady with the Lamp’—we see her stand 
Holding the flickering flame within her hand 
Peering into dark places. Hers to see 

And carry to the World the voiceless plea 

Of many little children, bid it give 

To every tiny babe the right to live; 

The light she bears must ever brighter shine; 
It cannot fail, ’twas lit by love divine.”’ 


The Private Practitioner and Preventive Medicine 

The criticism which is sometimes heard, that a “gulf” exists between 
preventive medicine and curative medicine, is not, in practice, substantial, 
nor can it be sustained ; the two are not inseparable. All conditions and forms 
of healing, whether medical, surgical, or dental, are preventive in educational 
value and in the avoidance of worse ills; they postpone the event of death. 
Nor is there a gulf between ordinary clinical practice and State medical 
services. They are complementary, interdependent, and in a civilized commun- 
itv essential to each other. Public health activities are a natural and inescap- 
able product of the practice of medicine—Sir George Newman, K.C.B., M.D., 
F.R.C:P., Br. M. J., July 30, 1932. 
















Public Health and Social Welfare’ 


HAVEN EMERSON, M.D. 


Professor of Public Health Administration, Columbia University, 
New York 


HE activities of representative civil government are in some ways 
a related to and yet distinct from one another, as are the sovereign 
states composing a nation, a dominion, or a union of nations, each 
element essential to the whole, though a unit in itself, contributing to 
its fellows and sharing in their combined strength. 

The forms of government, when well conceived and balanced, are 
seen in a measure to follow the example of Mother Nature in her elabor- 
ation of that most exquisite community of functions, the human body, 
or the mature forest, or a hive of bees. 

As our social aims grow more mature, we require, together with the 
larger number of functions, reduction in the number of responsible 
persons whom we hold accountable for conducting them. 

Good government, whether of the machine, the body, or the state, 
is most nearly approached when control is vested in a single brain. 
Man’s growing knowledge and his ambitions to accomplish ever higher 
levels of human association, and command more generous happiness 
for his kind, have forced the directing brain to deputize its duties to 
what may be called the special senses or departments of skill. More 
and more clearly are these cabinet subdivisions stabilized in modern 
governments. 

First in importance in the earliest forms of national government 
seemed to be the protection of the population against foreign invasion 
and violence, the security of the property of the nation, of the ruling 
class, of private individuals. The maintenance of order, the collection 
of revenue to support the government demanded separate departments, 
as did the national defence. As society became more democratic, and 
government more in the interest of the human needs of the humble than 
in the privileges and property of the mighty, the demand for security 
of life and enjoyment of it, for integrity of the family, protection of the 
wage-earner, his education, his recreation and opportunities for his 
culture crystallized in new departments, among which health and social 
welfare have bulked large in social or communal significance. 

Care of the sick and relief of the poor long antedated protection of 
health by individual, or volunteer, or unofficial activities, and we see 
how each has developed from a distinctly personal effort, to a govern- 
mental function, after passing through the stage of an organized volun- 
tary society. 

The vigilante preceded the police; the volunteer fireman, the fire 

*Presented at the 21st Annual Meeting, Canadian Public Health Association, Toronto, 
May, 1932. 

470 















PusLic HEALTH AND SOCIAL WELFARE 471 
department; the dame school, public education; lady bountiful, the 
department of social welfare. 

It was the secretary of the poor law commissioners, Edwin Chad- 
wick, the lawyer, who from his interest in life insurance sought the 
reasons for differences in longevity between master and laborer, and in 
this search made his classical review of the conditions of life among the 
laboring classes of Great Britain, upon which study the functions and 
objectives of modern public health practice are based. 

It was another layman, John Howard, gentleman, who by his study 
of prisons and hospitals disclosed the inhumanity and unintelligence of 
plan and performance in the conduct of public institutions throughout 
Europe for the care of the sick and for the isolation of social outcasts. 

These two pioneers antedated all the discoveries which have, since 
1850, put the medical sciences in command of the practice of public 
health, and made their votaries responsible for institutional as well as 
individual care of the sick. 

With the entry of the sociologist into the field of administration and 
the creation and adoption of the field agents of social work into the 
brotherhood and sisterhoods of medicine, certain rivalries, jealousies 
and conflicts of interest and ambition have arisen which are reflected 
in the present structure and conduct of contemporary government. 

There are two schools of thought which seem to represent their 
respective origins. First are the efficiency engineers who conceive of 
government departments as fields for the career of trained adminis- 
trators, or ‘born executives,’’ gifted with the skill to command and to 
direct, whatever may be the nature of the special science or art involved. 

Second are the specialists of the sciences who see the possibilities of 
greatest success in the application of their particular knowledges to be 
through the instrument of government. They think of their science as 
all important and the administrative forms as but necessary and often 
obstructing details. 

That fraction of public service represented by the membership here 
assembled is so inextricably involved in the proper functioning of all 
varieties of social welfare that we must, in devotion to our chosen field 
of health, look clearly ahead and plan for the future lest the public be 
confused, government fail of its best results, and the teachings of science 
be brought into disrepute. 

In their simplest terms the application of the medical and social 
sciences to public service include four major functions: 

Organized care of the sick; 

Prevention and control of disease, with its corollaries, the develop- 

ment of health and postponement of death; 

Relief of the dependent; 

Rehabilitation of the delinquent, with its corollaries, isolation of 

the criminal and character building for prevention of crime. 
It is these activities which are to-day acknowledged by every 
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modern community as proper burdens of government or volunteer 
agencies, to be supported by tax levy and conducted by officers respon- 
sible to the elected chief executive, or maintained through voluntary 
contributions by persons accountable to some form of social corpora- 
tion provided for under the law. These are inseparable yet independent 
duties of the State, no one of them successful without the particination 
of professionally trained personnel from both medical and social fields. 

In some the compelling needs of medical skills and judgments call 
for a physician as leader; in others the viewpoint and techniques 
demand the training of the practical sociologist. 

How have we in experience grouped these four major functions 
under appointed leadership? It is quite obvious that a Richard Cabot, 
M.D., might with wisdom conduct a department of social welfare, or a 
Homer Folks, layman, make an admirable record as health officer, each 
having contributed to knowledge and practice in the field outside that 
of his original professional training. 


Care of the Sick 


Organized care of the sick—that is, all forms of medical service for 
the diagnosis and treatment of disease and examination for health in 
the individual, except that which is provided by the independent 
practitioner of medicine—includes at least the following major and 
indispensable institutions and agencies: 


The hospital, general and special; 
The dispensary or clinic; 

The convalescent home; 

The hospital for chronic disease; 
The visiting nurse association; 
Medical social service. 


The director of such a system of organized care should be educated 
in the basic medical sciences and be a licensed physician. A hospital, 
dispensary or other institution where the professional responsibility for 
care of the sick is vested in an organized medical board may with 
advantage have a lay superintendent in charge of the business man- 
agement. 

The director of a visiting nurse association should always be a nurse, 
but each body should defer all matters of medical policy to an advisory 
group of physicians. 

Medical social service, whether a department of a hospital or as an 
independent agency, should be directed by a professionally trained 
social worker, but, as with the nursing association, policies involving 
relation to medical practice should be arrived at in conference with an 
advisory committee of physicians. 

The organization and administration of the care of the sick at public 
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expense cannot safely be directed by other than a medically trained 
chief executive. 

It has been maintained academically and in the public forum that 
the training of physicians unfits them for such executive duties, but 
such an attitude of mind appears ill-assumed in the face of the records 
of accomplishment of physicians in the armies and navies of the world, 
and in civil life, whether in industry or in public positions. Nor is the 
record of the so-called ‘“‘born executive’ in business or government so 
consistently admirable that we can trust his judgment in any sphere 
where sound training in the medical sciences must be used as the basis 
of policy and action. 

Under ideal conditions of coordination we might conceive the six 
separate divisions of care of the sick above listed as provided through 
one agency, a community medical service station to which up-patient 
or bed-patient, acute, convalescent, or chronic would be referred, the 
need of all being met either within the walls of the central diagnostic 
and treatment clinic or under bed care, or at home where the visiting 
nurse can carry out the suitable techniques, and the social worker guide 
the adjustments of the family as need arises. 


Prevention and Control of Disease 


The prevention and control of disease, including constructive and 
protective functions for health and the greater richness, security and 


length of human life, include activities whether under official or non- 
official auspices, too familiar to this audience to call for elaborate 
listing. 

Beginning with vital statistics, which should include the reporting 
of sickness of all kinds as accepted in hospitals, dispensaries, and 
among the inmates of all public institutions, we pass through the stan- 
dard bureaus or divisions of communicable disease control, with special 
provision for the two great social problems of tuberculosis and venereal 
diseases; maternity and child hygiene, with the several subdivisions for 
prenatal, infant, pre-school, school, and child labor supervision; sani- 
tation, with its emphasis on food and drugs, water, sewage and the 
various nuisances of environment, including properly the hazards of 
occupation; the laboratory, with its diagnostic, therapeutic, immun- 
izing, analytical and research functions, and public health information. 
To these are now added systematic provision for diagnosis of cancer 
and heart diseases. 

Even these fourteen standard functions dealt with in the city 
appraisal form of the American Public Health Association do not include 
mental hygiene or industrial hygiene, and there are various communities 
on this continent of ours which have developed to a state of excellence 
special health activities not generally recognized as universally indis- 
pensable, but regionally needed, such as those for control of hookworm 
and malaria. 
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By law, by professional opinion and by popular consent it is com- 
monly required that a physician or sanitarian trained in the basic 
medical sciences be the executive and director of official health services. 
We come to our first inconsistency and confusion in practice when we 
enter the field of volunteer health agencies where we often find in charge 
persons who are merely promoters, propagandists and publicity spec- 
ialists, lacking any foundation in the science of preventive medicine. 
While there are exceptions to the rule, the common experience is that 
lay executives of volunteer health agencies lack effectiveness because 
what they preach with appearance of knowledge is second-hand infor- 
mation, and they cannot take action without deferring to a medical 
group. By degrees a change is evident and we find more commonly 
physicians in charge of important health agencies. 

In public health work as in care of the sick, the physician is con- 
stantly unloading upon the mind and hand of associated workers many 
of the duties which formerly he carried alone. 

His allies, the sanitary engineer, the statistician, the bacteriologist, 
the public health nurse are now joined by the social worker, the nutri- 
tionist and the health educator, each as indispensable to the end in 
view as the earlier colleagues in health departments. 

These are the liaison vocations and professions. The social workers 
and their half-sisters the public health nurses bind the hospitals, the 
health agencies, the family relief agencies, the courts, police and 
churches—in fact, all the forces of society into a common influence for 
public betterment. 

The central idea of the agency and the personal need of the indi- 
vidual served determine the particular department of government 
within which the medical social job is done, and the qualifications of the 
directing officer. For sickness and for health the department of 
government, or the volunteer agency demands medical guidance, and 
each associated profession or vocation must play an accessory though 
indispensable part in protecting all against illness, and leading the sick 
back to health. 

Dependency, as generally understood, calls for relief and prevention 
as does disease, and, in fact, the care of the poor was an accepted func- 
tion of government long before any official health work was done. 
While until within the past fifty years the qualities of honesty and 
benevolence were sufficient in a distributor of poor law assistance, or in 
the operation of a home for dependent children, the new knowledge of 
causes and effects of poverty have created new careers and persons of a 
quite professional training. Departments of social welfare demand a 
type of statesmanship which has grown out of experience with the 
science of social catastrophe, with family break-down, old age, and all 
types of dependency. Here the social worker is properly in the seat of 
power and authority and calls in the medical sciences to aid, confirm and 
correct what is primarily a social not a sanitary situation. 
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The fields of public health and social welfare, while affecting all 
members of a community, can be cultivated in the public interest 
successfully and economically only if the differences in the facts de- 
manding attention, the character of the natural sciences, and the laws 
of human performance upon which policies and acts are determined, 
and the qualifications of the professional directors and servants of the 
appropriate official and volunteer agencies, are all clearly understood 
by elected officers of government and by the people to be served. 

Care of the sick and protection of the health of a community are 
functions for medical leadership and direction. Each of these two 
major objects of modern organized society calls for participation by 
agencies and individuals devoted to social sciences and practice, in an 
associate capacity, subordinate to the main objective which is to be 
attained through the medical sciences primarily. 


Dependents and Delinquents 


Relief of the dependent, salvaging the delinquent, making life less 
intolerable for those handicapped by age, or unemployment, and up- 
building of personal and family standards and security demand profes- 
sionally trained social workers, and the assistance in subordinate 
association of representatives of curative and preventive medicine. 

Just as medical standards for the conduct of orphanages, homes for 
the aged, recreation camps, prisons and other institutions created to 
meet social needs may properly be required and enforced by the auth- 
ority of public health and hospital beards or departments, so the con- 
duct of social services in connection with the tuberculous, the syphil- 
itic, and other medically handicapped persons, such as heart, cancer 
and mental patients under medical direction, should meet the stan- 
dards of good social welfare practice, in each instance the identity and 
appropriate skills and responsibility of the directing agency being ac- 
cepted as of health or social welfare without confusion or waste or 
effort. 

Those responsible for life and death, physical and mental health 
and well-being, licensed to command the use of lethal drugs and employ 
the resources of capital operations are apt to resent the invasion of their 
field by persons untrained in the natural sciences. Social welfare 
workers with the initiative and self-confidence of a young and rapidly 
growing liberal profession, with resources unfamiliar to most phy- 
sicians, are inclined to engage in activities which are indispensable to 
their clients without, in all instances, making certain that the medical 
aspects of their undertakings are provided for. 

Beginning with individual service of an experimental, usually volun- 
tary nature and almost without financial support, most of the health 
and social welfare functions have passed through the stage of unofficial 
trial in public agencies, to be adopted into the structure of government 
as permanent, and supported out of tax monies. In this metamor- 
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phosis the simplicity of the elements has been lost and we find ourselves 
discussing the proper subdivision of the realm of good works into suit- 
able estates for cultivation by the disciples of sociology and medicine. 

If health services and care of the sick are to be combined in the 
interest of economy of direction, and simplicity of organization, respon- 
sibility should be vested in a physician. There is enough respon- 


sibility in each field to demand the full attention of a physician of the 
highest qualifications. 


If relief for widows, the aged, orphans or other dependent persons 
must be combined for similar reasons with the control and salvaging of 
delinquents for social protection, the single head directing these 
activities should be selected from among persons professionally trained 
in social problems and in the practices and techniques by which results 
are attained. Specialization in relief and in delinquency or correction 
may well justify separate direction of these government functions. 


It is time we paid more respect to the skills of persons trained in 
the sciences upon which these very refined and most intimate human 
functions of government must depend. Good will, a good heart, 
honesty of purpose and good intentions are but feeble resources without 
the accompaniment of technical training when epidemic disease or 
economic catastrophe threaten the home and the individual. No per- 
son should be permitted to tamper with the delicate problems of family 
income, of truancy, of desertion, or with the suspected tuberculous, the 
proved syphilitic, the declared mental, defective without a guarantee 
that fundamental sciences and practical training have previously fitted 
the public officer for his appropriate task. 


There are three forces constantly bearing upon the democratic 
institutions, which as Woodrow Wilson said ‘‘are never done; they are 
like living tissue, always a-making.’’ These are the driving force of 
mercy, for the physically or mentally afflicted and for the unfortunate 
in any social sense, fear of disease and premature death, and economy, 
the desire to get the best return for each public or private expenditure. 
There are also the less commonly acting forces of logic and experience, 
for it is a fortunate quality in man that even if he be prejudiced by 
superstition and tradition he will pay attention to evidence. But the 
brevity of human life with the ponderous delays of Nature in working 
out man’s fate makes it difficult to prove the benefits of preventive 
medical and social sciences in a manner to%convince the untrained 
though literate man and woman of to-day. 

The interdependence of the medical and’social'sciences is perhaps the 
most important experience of our day and we may confidently promise 
ourselves still greater community benefits for the future by a closer 
marriage of these and their associated professions in the betterment of 
man. 


‘“‘Man’s Redemption of Man’”’ is the title of that beautiful lay 
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sermon given by Dr. Osler one Sunday in 1910 to the students of 
Edinburgh. He tells us of the triple gospel of man’s soul, of his goods, 
and of his body, and enlarges upon ‘‘the conquest beside which all 
others sink into insignificance—the final conquest of nature out of 
which has come man’s redemption of man.”’ 

It is to this that public health and social welfare are devoted, mere 
names of complex and elaborate services covering almost the whole 
range of effort to bring to the child and its parents, to the family at all 
ages, those applications of science which its importance in our social 
order entitle it to. 

The proper study of mankind is man. Man is as much, if not more 
a victim of the social order he has created than he is of the personal 
conduct of his own life. 

Recovery from disease and its prevention depend largely upon the 
character of the individual, but also upon the qualities of the com- 
munity he lives in. The physician’s knowledge of disease must be 
supplemented by the people’s will to be well. 

In reaching our goal of assuring for each, life in full measure and of 
the highest quality his inheritance permits, the individual demands the 
assistance of the State. 

‘“‘To cause the citizen to do the things he can and ought to do, and 
then to do for him the things he cannot do, but which should be done, 
is the duty of the State.”’ 

By one device or another each political unit of population living 
within the Anglo-Saxon tradition of representative government man- 
ages to achieve the elected chief executive, and legislative and judicial 
bodies. The chief executive calls to his aid to serve the several auth- 
orized and obligatory functions of government a cabinet or staff of 
appointed officers. Among these are the health officer who may also be 
responsible for care of the sick, and the director of social welfare who 
may serve the needs of both dependent and delinquent. Society is 
largely responsible for poverty and crime. Biological struggle and 
individual conduct of life are the main factors in causing disease. In 
manifestations of distress and in the methods of control and manage- 
ment, biological and social elements are inextricably involved, but in 
the fire of experience and by the long highroad of experiment we have 
selected those duties best served on the one hand by the physician and 
sanitarian and on the other by the social worker. These are constantly 
in debt to each other, and the community will remain in debt to both as 


long as they respect each other’s skills and accept their respective 
limitations. 





Prophylaxis in Mental Disease’ 


C. A. BARAGAR, M.D. 
Commissioner of Mental Health, Alberta 


HERE are in the Dominion of Canada upwards of 30,000 patients 
7 in mental hospitals; that is almost as many occupied beds as in 
general hospitals. In Alberta alone there are over 1,650 patients 

in the provincial institutions. This includes a group of nearly 300 
mental defectives. The annual admission rate is nearly four hundred. 

Such a tremendous problem is enough to cause one to think, but 
that is not the full extent of it. We know that outside our provincial 
institutions, in institutions of other character and in the homes of the 
people there are, in addition, a large number of mental defectives, some 
of urgent character, and a smaller number of psychotic patients. 
In every general hospital, and throughout the country besides, may be 
found patients, not defective, not psychotic, but borderline cases as 
it were, suffering from mental states we refer to as psychoneuroses. 
But, just the same, they constitute social, economic and personal 
problems. They are failing to make asocial or economic adjustment, 
in some cases as completely so as many of the psychotic cases. They 
not only constitute an economic burden, but they may and often do 
constitute by reason of mental abnormality storm centres, contributing 
to crime and delinquency, immorality and illegitimacy, poverty and 
squalor, disease and suffering. One may almost say that wherever 
there is an important social problem there will be found to an unusual 
degree (as a causal factor) mental maladjustment. 

If prevention be possible, and we believe that to some extent it is, 
then there need be no apology for a discussion of prophylaxis with 
respect to mental disease before a group of health workers. Mental 
health is of great importance and, moreover, mental and physical health 
are inseparably interwoven. 


Nature and Etiology of Mental Disease 


A brief reference to the nature of mental disease from the standpoint of 
preventability is perhaps of value. If I may take all the admissions for the 
year 1929 to our active treatment hospital at Ponoka, as a basis for discussion, 
the meaning may beclearer. The cases admitted may be considered broadly 
under three headings: non-preventable, preventable, and not insane. The 
last, a small group of 4.7 per cent admitted for various reasons and discharged, 
need not be mentioned again. 

Of the total admissions, 10 per cent may be regarded as non-preventable. 
Of these 7.4 per cent were due to senility or to arterio-sclerosis of the brain, 
both conditions of advanced life. Any extensive degenerative condition of 
the brain gives rise to mental change, usually of a more or less progressive type. 
We cannot hope to eliminate either. They are incident to old age and if 
human beings escape the many other diseases that befall them they will surely 


*An Address to the Alberta Health Workers’ Association, June 12, 1931. 
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die of old age or hardening of the arteries. Two point six per cent of the 
admissions were due to other degenerative or inflammatory conditions of the 
brain, also to brain tumor, et cetera. 

But when one considers the mental states that account for the remainder 
of the admissions, about 85 per cent, to mental hospitals most of them are 
found to be, in a measure at least, preventable, or shall we say, may in theory 
be so regarded. They divide themselves into four great groups. 

First, those due to bodily diseases of which the most noteworthy is general 
paralysis of the insane, or general paresis, which accounted for 10 per cent 
of the admissions. Not all these were definitely psychotic; a few with early 
signs applied voluntarily for admission as a preventive measure. This mental 
condition is due to syphilis of the brain. In addition 6.9 per cent were due to 
bodily diseases such as encephalitis, goitre, pernicious anaemia, et cetera, while 
3.3 per cent were associated with epilepsy, which is possibly preventable, and 
in some cases perhaps curable. These conditions altogether account for 20 per 
cent of the admissions. 

The second group was made up of mental disorders associated with mental 
deficiency. As mental deficiency is to some extent preventable this group 
may beso regarded as well. 4.1 per cent of the admissions were thus classified. 

The third is the toxic group into which 5.3 per cent of the admissions fell. 
They should all be preventable. Alcohol accounted for 1.7 per cent, and 
drugs, chiefly morphine, for 3.6 per cent. A fair proportion of the latter were, 
of course, not insane in the ordinary sénse. They, however, constitute as 
great, if not a greater problem than the ordinary psychoses taken as individual 
cases. 

The fourth group, a very important one, accounting for 55 per cent of the 
admissions, was composed of what we may describe as the personality dis- 
orders due in part to personality defects and in part, frequently, to some 
precipitating cause. In these cases we regard the personality, which is the 
resultant partly of inherent influences and partly of environmental and 
developmental influences, as being a basic factor in the causation of the 
breakdown. 

Of these, what are known as the manic depressive psychoses, amounting 
to 15 per cent and characterized by a morbid depression or a morbid elation, 
tend to develop in individuals in whom there is an undue tendency to swing 
in mood up or down for little or no cause; in other words, individuals who are 
cyclothymic in personality. They are recoverable, though subject to re- 
currence of the trouble. We believe that with suitable childhood training 
they may prove preventable. 

Involutional melancholia, 3 per cent of the cases, is a breakdown of 
depressive and agitated type occurring during the involutional period, that is, 
about the change of life in women, and during about the same age period in 
men. It is more frequent in women. It is regarded as being due partly to 
bodily changes that occur at that time and partly, perhaps largely, to the 
change in mental outlook conditional upon the advance in years. This 
involves the revision or relinquishment of conscious, subconscious or un- 
conscious strivings or dreams, and the occurrence of disappointments without 
the compensations of earlier years when the future held many possibilities, 
It is to some extent recoverable and preventable. 

Schizophrenia or dementia praecox, 27 per cent of the cases, is a much 
more serious malady or maladjustment, occurring as it does most frequently 
in young people, in late adolescence and early maturity when the responsibil- 
ities of adult life begin to gather weight. It occurs most frequently in the 
timid, shy, sensitive, ‘‘shut-in’’ personality, the introvert. Because of this 
very fact, and because more and more does the individual tend to live and 
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obtain satisfaction in an unreal world of dreams woven about himself, as it 
were, shunning reality, the prognosis is not at all good. From this group are 
recruited the great majority of those who crowd the chronic wards of all 
mental hospitals, and yet schizophrenia should be preventable if we could but 
foretell the danger and discover the key to the remoulding and opening out 
of the unhealthy personality in early years. 


A rather heterogeneous group of mental disorders referred to as paranoia 
and paranoid conditions and occurring rather later in life than the two preced- 
ing groups comprise about 10.8 per cent of the admissions. A persecutory 
trend, with delusions of persecution and feelings of suspiciousness, is more or 
less characteristic of the group. It is a slowly developing state in which 
memory and ordinary judgment are well preserved for a long time, and is 
found to occur most frequently in the suspicious and rigid type of personality. 
The outlook here is not good, and yet one may ask, could that personality 
not have been directed into some other course? 


Finally, a small group was composed of miscellaneous cases of mental 
breakdown associated with various types of abnormal personality, and another 
small group included cases of maladjustment due to the presence of an exag- 
gerated form of some psychoneurosis. These together constitute 1.7 per cent 
of the admissions. 


Personality 


In the discussion so far personality has been referred to repeatedly and, 
in the fourth major group of preventable disorders including more than half 
the admissions, personality was stressed as a factor of major importance 
in the breakdown. Asa matter of fact, in all forms of mental disease, whether 
due to organic disease or intoxications, personality influences strongly the 
individual’s reactions. For example, when under the influence of alcohol 
different people react differently according to their personality trends. 
Some become lachrymose, some hilarious and some irritable and combative 
and so forth. 

As already indicated, the personality is the resultant of inborn influences 
or tendencies and of the influences imposed by environment during the whole 
life, but especially early life when they may be summed up in the phrases 
“early training and habit formation” and “early growth and nutrition.” 

Through the germ plasm of the two parents the individual inherits, from 
all his ancestors, potentialities and tendencies that are peculiarly his own, 
like and different from those of all other human beings. Upon these inherent 
attributes are brought to play all the prenatal, natal, infantile, childhood and 
adolescent influences from home and school and the larger social environment 
right up to the point of time the individual has reached. The same influences 
will have different effects, more or less great, upon different personalities. The 
rod that might make one child might mar the next. The personality at any 
given moment is the result of all the influences that have been brought to bear 
upon it up to that moment. It may be described as the sum total of all the 
reactive tendencies of the individual. It is revealed by his -mode of reaction 
or adjustment to his environment. 

The normal personality may be thoughtful, timid, sensitive, reserved, 
“shut-in” as it were to some extent, but all within limits, when it is described 
as introvert. Or it may be open, frank, socially inclined, delighting in action 
and contact with environment or reality, but all within limits, when it is 
referred to extrovert. It may possess qualities of both and be an ambivert. 
The first, speaking generally, constitute the thinkers, the second the men of 
action, but all make a reasonably satisfactory and efficient adjustment in life. 
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But there are individuals in whom these qualities seem exaggerated or in 
whom the controlling influences are weak. As a result, then, of internal and 
external stresses the personality may break down and a psychosis or psy- 
choneurosis develops. 


Prevention 


As the prevention of those mental disorders known as the toxic 
psychoses and those due to bodily disease is more or less obvious 
they may be dismissed at once. It is with the personality disorders 
and with mental deficiency as social problems that we are at present 
most concerned. 

Once conception has taken place we must accept the potential 
defects that the individual has inherited, but by recourse to eugenic 
sterilization such as we have in this Province, the transmission of 
mental defect—using the term in its wider sense—may be prevented. 
Not only is this so, but it eliminates at the same time, and to the same 
extent, the possibility of children being reared in an undesirable 
environment; i.e., by mentally defective or psychotic parents. It 
furthermore relieves the unstable person of the strain of childbearing 
or of further childbearing and child rearing. 

Good prenatal clinics may reasonably be regarded as mental 
hygiene agencies. 


In Infancy and the Pre-school Period 


It is, however, probably during the period of infancy and childhood 
that most can be accomplished. William White has referred -to this 
period as the ‘‘golden age of mental hygiene.”’ 

It is in the home that the most potent influences are brought to bear 
on the child. Even as yet we do not know how great or how unhealthy 
may be the effect on the impressionable child of a nervous, highly 
strung mother or nurse-maid, of too much spoiling or coddling, of 
scolding and nagging, of unreasoned and harsh discipline for incipient 
waywardness, and of bad teaching. Fortunately most children seem 
able to achieve progressively a relatively efficient adjustment in spite 
of an unsatisfactory early environment. But a number probably 
acquire tendencies that will later prove disastrous. 

Through parent education groups and child guidance clinics, we 
can of a surety help the thoughtful parent to create a more healthful 
environment for the child, and impress the thoughtless parents with 
the importance and seriousness of the responsibility that has come to 
them. Good habits of eating, of eliminative control, of self control, 
whether at rest or play, are tremendously important. We have heard 
too much of the unwisdom for the mother of too frequent pregnancies, 
but I should like to stress for the child the undesirability of too widely 
spaced pregnancies. For the mentally and physically healthy woman 
a child every eighteen months for two or three or perhaps more years 
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is not too great a strain by any means, and for the child’s play life and 
personality development it is of inestimable advantage. For the 
healthy woman motherhood is a wonderful opportunity for a mental 
hygiene practice. 


In the School Period 


It is probably during the school period that defects in personality 
come most prominently into view. Then the child is faced with adjust- 
ment to a world of other and strange children, to strange and more or 
less dominant adults, and to the regular tasks of the schoolroom. 
Organized play becomes a larger factor in his life. It is then that the 
problem child comes strongly into evidence—the mental defective, the 
spoiled child, the selfish child, the sensitive and timid one, and the 
sulky individual, the very serious child and the child with bad habits. 
Each constitutes a problem for both teacher and parents, and it is 
best met where teacher and parents can work together on the solution. 
While the home is the chief centre for character building, and the 
school an important, if not the chief centre for intelligence training, 
it is to be borne in mind that the school has also a tremendous respons- 
ibility that too often is unduly subordinated or suppressed. Never 
should the desire to attain distinction in scholarship or in examination 
results overshadow the importance of the personality. 

So far we know relatively little about problem children and how to 
deal with them, but certain it is that games and group activities 
involving team work, and the judicious delegation of responsibility to 
the child coupled with wise direction and control suited to his personality 
are of great importance. We may look with hopeful expectation to the 
results of the highly important work being done by such research 
workers as Dr. Blatz and his co-workers in Toronto and by the directors 
of certain of the vocational schools. 


In Adolescence 


Hardly less important in the development of a healthy personalty 
and the correction of the unhealthy trends is the period of adolescence, 
the high school period or the commencement of independence. 

During this period great changes of course take place, and new 
forces burst into full expression. For both the boy and the girl, sex 
becomes a real factor in life, and a factor with great, interesting and 
even disturbing potentialities, an unexplored maze through which each 
must feel his or her way, though possibly with the help, if judicious, 
of older and wiser people. 

During this period also the thirst for what we may call ego expression 
takes possession of the individual, more especially the boy. There is 
the desire for achievement, the anticipation of independence and yet 
there are the fears, possibly more or less unconscious, of the uncertain- 
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ties and of the obstacles. There is the need for self control and patience 
and the vision necessary for the wise postponement of desires, realized 
and unrealized, until the time is ripe for their proper fulfilment 

All this constitutes, for the adolescent, a period of stress If shy, 
sensitive and timid, he shrinks from the struggle ahead of him. He 
requires sympathy, encouragement and steady guidance and judicious 
support and some protection, otherwise he may withdraw from reality, 
revert to an infantile type of adjustment, into a world of phantasy 
and unreality with the development of a fixation in what the Freudians 
call the narcissistic stage—a schizophrenic reaction. Or there may 
develop other forms of reaction dependent in part upon the individual’s 
personality. 

The most serious problem individuals are those in whom sensitive- 
ness, timidity, the ‘‘shut-in-ness,’’ are excessive, or who are unstable 
emotionally. There are those in whom ambition unduly outstrips 
ability, for then frustration brings to bear its effects on the unstable 
personality and the individual may withdraw into unreality as a 
schizophrenic, or irrationally throw himself into reality as a manic, or 
become overwhelmed by reality as a depressive case. 

Sex may at this period constitute an unhealthy pre-occupation. 
Judicious sex instruction from childhood on in a healthy, frank and 
serious, but unstressed manner, by parent or trusted friend, and only 
as the child’s mind becomes naturally receptive, will doubtless do much 
to correct unhealthy stresses and tendencies during adolescence. It 
must always be remembered, however, that sex is an emotionally highly 
charged explosive, not to be dealt with lightly, and carelessly by 
anyone. Self knowledge and self control are by no means synonymous. 
Fortunate is the young man or young woman who has during this 
period wise parents and well disciplined friends to help to develop the 
powers of adult adjustment. 

During the period of early maturity the changes of adolescence are 
largely complete and the individual has usually actually attained 
independence and assumed responsibility. He is in action with regard 
to the realization of ambitions. There also come the events of marriage 
and maternity or paternity, with their varied and peculiar demands 
and stresses. As the personality is largely formed, there is not so 
much to be done in the way of prevention. But for personalities known 
to be unstable, skilled guidance and help with problems and the 
maintenance of healthy social contacts are invaluable. 


In the Involutionary Period 

The last period that is of interest to us in this discussion is the 
involutional period, of which the most dramatic event is the menopause 
in women. A similar but less striking and perhaps less rapid change 
takes place in men. Certain physical changes take place, it is true, 
but probably the most important change from the mental hygiene 
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point of view is the change in our outlook and the necessity for the 
individual to revamp his ambitions and hopes and dreams and ‘to 
accept the change with equanimity. At present too much stress is 
laid upon the physical changes incident to the menopause, and also 
upon the possibility of mental instability. As a result most women 
approach the climacteric in an attitude of unhealthy expectancy. This 
in itself contributes to symptoms that might otherwise prove negligible. 

The best safety valves for both men and women are to be found 
in the cultivation of outside interests and hobbies. For a woman, 
grandchildren, church activities and other social interests have often 
proved of great value. For men, golf, gardens and clubs have proved 
a healthy outlet. Both men and women should plan to reduce the 
strenuousness of life, to relax a little, to cultivate other interests and to 
enjoy their friends. Unfortunately it is not always possible. For 
mental hygiene this period is of less importance than the foregoing. 


Conclusion 


In conclusion one may stress again the inestimable importance of 
mental disease and mental defect from a public health point of view. 
It is bound, therefore, to be of interest to every health worker. The 
effective prosecution of prophylactic measures depends upon the fullest 
co-operation between parent, teacher, school nurse and physician, 
family physician, social worker, health officer and health worker. 
Practical avenues of approach may be found through parent education 
groups, child guidance clinics, teacher parent groups, mental hygiene 
clinics in school and court, as follow up centres for the recovered patient, 
and even for the incipient case. 

Leaders for the parent education groups are not easy to find, but it 
is not necessary to have specially trained persons. Someone who has 
the ability, wisdom and sympathy to stimulate and direct discussion 
would be all that is required. At present all, from parent to psycho- 
logist and psychiatric specialist, are in the rdle of student. The field is 
largely unexplored. Continued research is essential and each group 
or clinic is in a measure a research centre. Those who are followers 
must learn from those who have, as pioneers, gone ahead. Some day 
there may be filed in each health district a brief record of a progressive 
personality study of each child in the district from which research 
workers may obtain valuable clues as to prevention. 
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HIS paper deals with the results of some experimental work with one 

R& strain of Br. abortus. The great differences in some characteristics, 

such as antigenic power and virulence, and the apparent lack of change 
in others, are very striking. 

Henry (1929), found that seven R variants of bovine origin removed 
agglutinins from positive sera. Five were very active in this regard, while in 
twe this quality was slight. Of eight porcine strains, six showed slight absorb- 
ing power, one was only slightly less active than one bovine strain, and one 
gave a reaction similar to the bovine group. 

Plastridge and McAlpine (1930), described a mucoid form of Br. abortus. 
It was more active than the normal type in the utilization of carbohydrates, 
and on dye plates, but was less active serologically, being agglutinated poorly 
by normal type antiserum. It was low in agglutinin-producing power and 
exhibited spontaneous agglutinability. 

Marshall and Jared (1931), obtained relatively stable R forms. The 
characteristics of R colonies as distinct from S colonies were usually only 
apparent under the low power of the microscope. The outstanding features 
of the R type were increased opacity and granular central structure. Growth 
was more rapid with R strains and the cells appeared to be longer. Thermo- 
agglutination at 95°C. in saline solution occurred with R strains under five 
days old, but not with the S$ type. 

Mallman and Gallo (1932), reported on R strains dissociated by growth 
in 10 per cent immune serum broth, 1 per cent lithium chloride broth, and by 
ageing on liver agar. All R strains behaved like Br. melitensis on thionin and 
basic fuchsin agar. R strains of Br. abortus failed to produce H,S while R 
variants of Br. melitensis and Br. suis showed no change from S$ types. R 
strains of Br. abortus were not agglutinated by sera of R strains of Br. meli- 
tensis and Br. suis. All R strains reverted to their smooth prototype by 
animal passage. 


EXPERIMENTAL 


Dissociation by growth in immune serum broth. 


Ten per cent positive cow serum with an agglutinin titre of 1: 10,000 
was added to tubes of beef infusion broth, pH 7.8, as recommended by Hadley 


*Presented at the 21st Annual Meeting, Canadian Public Health Association, Toronto, 
May, 1932. 
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and Jiménez (1931). A virulent strain of Br. abortus from the udder of 2 
cow was planted in this medium and subcultures made every two days. When 
subcultures were made, one drop was spread over the surface of a liver agar 
plate. The original strain was occasionally planted in broth from which plates 
were made for comparison with the serum broth plates. 

Subcultures were made from the twelfth and thirteenth plates, but the 
organisms obtained were not entirely R. Spontaneous agglutination was not 
complete in normal saline. These strains were still virulent for guinea-pigs, 
and produced agglutinins when injected in these animals. After four more 


passages in immune serum broth, all the subcultures made from this plate 
were of the R type. 


Description of R type. 


The R type grew more rapidly and gave a more luxuriant growth than 
the S type. Morphologically the two appeared very similar. H,S production 
was the same in both. On basic fuchsin agar, growth was approximately the 
same. On methyl violet agar the R type grew slightly better than the smooth. 
Only slight growth occurred on thionin agar and here also the R was slightly 
better. Differences in growth were only such as might occur on plain agar. 
The R type was rapidly thrown out of suspension in normal saline solution. 
Clearly observable spontaneous agglutination occurred in an hour with 
complete clearing of the tubes in four hours at 37°C. The original strain 
remained in suspension for months. The R type rendered immune serum 
broth uniformly cloudy, whereas the S type only grew at the bottom of the 
tube. In serum-free broth the opposite effect was observed. The R type 
was distinctly stringy, possibly what has been described as mucoid, and was 
harder to suspend than the S type. Some colonies of the former could be 
moved on the medium without change in shape. The R type did not produce 
antibodies against itself or the original strain and was avirulent for guinea-pigs, 
even when large quantities were injected. The organism could be recovered 
from the apparently normal spleens of these animals. The original S type 
was highly infective in small doses and produced typical lesions. 


Agglutination with R and S types. 


Antigens were prepared from both types in 0.85 per cent saline solution 
containing 0.5 per cent phenol. The S$ type acted normally with known 
positive and negative sera. The R type could not be employed on account of 
spontaneous agglutination. A heavy suspension was then made and the rapid 
macroscopic method was employed. There was no agglutination with any 
of the positive sera tried, although these agglutinated the original S type in 
high dilutions by this method. 

The R type was suspended in solutions containing 0.1, 0.2, 0.4, 0.6, 0.85 
and 12 per cent NaCl and in distilled water, with and without the addition 
of phenol. The organisms remained in suspension fairly well in distilled 
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water and up to 0.4 per cent NaCl, but above that showed spontaneous 
agglutination. Phenol made no difference to the results. 


No agglutination 
occurred with positive serum. 


There was a slight settling out after twenty- 
four hours’ incubation, but this was also present in the tube containing only 
antigen. 

Two guinea-pigs were each given an intra-abdominal injection of one 
liver agar slant of R. Weekly tests were made for a period of six weeks. 
No agglutinins developed for either the R or S types. Guinea-pigs inoculated 
with one-twentieth of this dose of S produced agglutinins against S (1: 1000), 
but none against R. 

Three positive sera were absorbed with suspensions of R and S. Two 
cc. of a 1:10 dilution of each serum was placed in each of three tubes. To 
one was added one-half of a liver agar slant of R, and to another the same 
amount of S. The third tube was incubated with these to allow for any drop 
in titre due to incubation. The tubes were held at 37°C. overnight, centrifuged 
and set up with S antigen to make dilutions of from 1:25 to 1:2500. In 
two sera there was no absorption by the FR strain and almost complete by the 
JS type, while in the third there was complete absorption by S and a reduction 
of one tube by the R type. The amount of absorption by R was evidently 
very slight. No agglutinins against R could be demonstrated in the unabsorbed 
sera by the rapid method. 

This strain of R did not give rise to agglutinins against itself or the 
original S type when injected into guinea-pigs, nor was it agglutinated by R 
or S guinea-pig sera nor positive cow sera. 


Complement-fixation with R and S types. 


Antigens were prepared from both types. They were equal in density 
to the agglutination antigen, namely, tube No. 1 of McFarland’s nephelometer. 
They were heated for 30 minutes at 56°C., diluted to 1:15 with salt solution 
and 1 cc. was employed for the test. Complement was titrated against 3 units 
of hemolysin and 0.25 cc. of 2.5 per cent sheep cells. Two units of complement 
were employed. Twice the test dose of S antigen was not anti-complementary, 
but the single dose of R completely bound all complement. Both antigens 
were, therefore, diluted to 1:30. The serum, which had given complete 
fixation in 1: 500 with the previous S antigen, now gave complete binding in 
1:100. There was no fixation of complement with the R antigen. This was 
tried with a series of positive cow sera. In a few cases there was a slight 
fixation in the 1:25 dilution with R antigen, while the S antigen showed 
complete binding in 1: 500 and 1: 1000. 

The two R and two S$ guinea-pigs that were previously tested for 
agglutinins were also tested for complement fixing power. The sera of the 
S pigs fixed complement with S, but not with R antigen. The sera of the R 
pigs did not show any fixation with either antigen. 


Three more guinea-pigs 
injected with R gave the same result. 
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In the course of this work it was observed that positive and negative sera 
would inhibit the anti-complementary action of the R antigen in a dilution 
in which the antigen was not too strongly anti-complementary. This was 
repeated many times, and could always be demonstrated, provided a sufficient 
number of dilutions of antigen were employed so that the favourable dilution 
was present. Table I illustrates this phenomenon and also the comparative 
fixing power of both antigens with positive and negative sera. 


TABLE I. 
COMPLEMENT-FIXATION TEST 
Positive and negative cow sera with R and S antigens. 


Tube No. 
R antigen 
Pos. serum 
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Tubes 1 to 6 are serum dilutions of 1:25, 1:50, 1: 100, 1: 250, 1:500 and 1: 1000. 
Tube No. 7 is 1:25 serum in saline. Tubes Nos. 8 and 9 are single and double doses 
of antigen. 


It will be seen from Table I that the R type had no antigenic value with 
a positive serum, and that the anti-complementary action of the antigen was 
inhibited in the 1:15 dilution, but not in 1:5 by both sera. This was checked 
with four lots of antigen prepared from this strain to exclude the possibility 
of its being due to the method of preparation. 

It was thought at first that possibly all the complement had not been 
destroyed by inactivation. To test this the hemolytic system was set up 
without complement, which was replaced by the heated test serum in doses 
of 0.01 to 0.3 cc., a control with complement and another without serum. 
There was no trace of hemolysis with the test serum. Sera which had been 
heated at 58°C. for one hour had the same inhibitory action on the R antigen. 

The reaction appeared to be similar to Caulfield’s inhibitive reaction in 
connection with tuberculous serum. The Caulfield antigen is an alcohol- 
ether extract of dried tubercle bacilli prepared from a strain which normally 
has good fixing power, but lacks this quality as prepared for the inhibitive 
test antigen. Alcohol-ether extract antigens were prepared from both types 
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following the method described by Caulfield. Neither the R nor S$ extracts 
showed any specific fixation with positive sera. The non-specific binding 
power of the R extract antigen in a dilution of 1:15 was modified by the 
addition of positive serum, but not as clearly as with the bacterial suspension 
antigen. This dilution did not show complete fixation, which occurred in 
dilutions of 1:5 and 1:10. We were unable to demonstrate any inhibitive 
reaction with the S extract antigen, even in the borderline dilutions. 


Pathogenicity of R and S types. 


A pregnant guinea-pig was fed 1 cc. of a suspension of R equal to tube 
No. 2 of McFarland’s nephelometer. The same dose of S was given to 
another pregnant guinea-pig. The R guinea-pig gave birth to normal young 
which were free from infection. This sow had no lesions, was free from 
infection when killed 35 days after exposure, and was negative to the 
agglutination and complement-fixation tests with R and S antigen. The S 
female aborted 21 days after infection and Br. abortus was recovered from the 
fetal membranes. The blood of these animals was tested weekly. The S 
guinea-pig showed the usual infection curve and was positive to both tests 
with § antigen when killed 35 days after infection. Br. abortus was recovered 
from the enlarged spleen. 

One guinea-pig was fed and twelve were injected with one large liver 
agar slant of R. None showed lesions, nor produced agglutinins nor 


complement-fixing antibodies against either R or S types. The organism was 
recovered from the spleens of four that were killed three weeks after injection 
and from none of the eight killed 76 days after injection. 


Permanence of R type. 


When this strain was first recognized it was not a pure R type as it 
reverted to § and when first isolated was infective for guinea-pigs. After 
four more transfers in immune serum broth, it appeared to be a pure R type. 
Seventy-five daily subcultures on liver agar were made without any change 
in R characters. The same absence of reaction with agglutinins and 
complement-fixing bodies was observed, and spontaneous agglutination occurred 
in a few hours. Old cultures (7 to 14 days), did not show spontaneous 
agglutination in some cases. These suspensions were not agglutinated by 
immune serum, nor did they have any antigenic value in the complement- 
fixation test. Young subcultures from the old ones again showed spontaneous 
agglutination. After ten passages through guinea pigs this strain was still a 
typical R type. These guinea-pigs were injected by the intra-abdominal route 
with one slant of culture, and were killed one to three weeks after injection. 
A slight local peritonitis developed in three instances, which was only observed 
on post-mortem examination. No antibodies could be demonstrated in any 
of these animals. The tenth subculture, which was still serologically R, killed 
a guinea-pig. The eleventh subculture also proved fatal. The guinea-pig 
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inoculated with the twelfth passage showed only a passing indisposition and 
no lesions or antibodies developed. The recovered culture was still R. The 
thirteenth passage guinea-pig died and R was again recovered in pure culture. 


Protective power of R against S. 

Eight guinea-pigs, six females and two males, were given an _ intra- 
abdominal injection of one liver agar slant each of R (6” XK 34” tubes). 
Three weeks later two of these animals and two normal guinea-pigs were 
exposed to infection by mouth and eye with 1 cc. of a suspension of S of a 
density equal to tube No. 2 of McFarland’s nephelometer. The following 
week two more were similarly exposed to infection with two more normal 
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Fic. 1. Composite agglutinin curves of vaccinated and control guinea-pigs. 


guinea-pigs. The remaining four vaccinated animals were held as controls 
for the presence of lesions and organisms. All were bled and weighed once 
a week. Agglutinins developed equally in the vaccinated and normal animals 
that had been exposed to infection. The four uninfected R animals were 
uniformly negative for agglutinins against R and §. At the conclusion of 
the experiment the three survivors of this group had made an average gain 
of 134 grams each. The average gain of each of the R pigs that had been 
exposed to infection was 46 grams, while the three survivors in the infected 
non-vaccinated group had gained 50 grams each. 

Two animals died during the experiment. The first was one of the 
unvaccinated animals that was exposed to infection. Death was due to 
pneumonia ten days after exposure and Br. abortus was recovered from the 
lungs in pure culture. The second was one of the four animals that were 
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vaccinated but not exposed to infection. It died 54 days after vaccination. 
Death was due to pneumonia, but there was no evidence of Br. abortus on 
culture. An organism belonging to the Salmonella group was obtained in 
pure culture. 

Two guinea-pigs in the infected control group aborted 28 and 24 days 
after infection. The other animals were not pregnant, or abortions had been 
overlooked, as all were non-pregnant at the conclusion of the experiment. 
Fig. 1 shows the composite agglutinin curves of the vaccinated and control 
groups. 


These animals were killed 76 days after the vaccinal injection and 55 





Fic. II.—R and S colonies of Br. abortus. Five days old. (1-% magnifications). 


and 48 days respectively, after infection of the first and second groups. The 
three surviving animals that had been injected with R only, were negative 
to the agglutination and complement-fixation tests. There were as many high 
titres in the vaccinated as in the control group. Both groups were positive 
by the complement-fixation test. 

There were no lesions in the R guinea-pigs, but the normal and FR animals 
that had been exposed to infection all had enlarged spleens. The S type was 
recovered from the vaccinated and normal guinea-pigs that had been exposed 
to infection. Cultures from the animals that had been. injected with R only 
were negative and an extensive fishing of colonies from the group that had 
been vaccinated with R and exposed to infection also failed to reveal any R 
colonies. The guinea-pigs from which we recovered the R type in other 
work were killed three weeks after injection, whereas these animals were 
killed 76 days after injection and had doubtless eliminated the organism from 
their bodies. From previous examinations, however, it is reasonable to assume 
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that the RF type was still in the body at the time these animals were exposed 
to infection. 










SUMMARY 





A virulent strain of Br. abortus was dissociated by growing in 10 per cent 
immune serum broth. 

The R type was more vigorous in growth habits and rather stringy, but 
otherwise similar to the S type as far as examined. H,S was produced 
equally by both. The R type was spontaneously agglutinated in 0.85 per cent 
salt solution. It rendered immune serum broth cloudy, but was agglutinated 
and grew at the bottom of the tube in plain broth. The S type gave the 
opposite results. R remained in suspension fairly well in distilled water and 
NaCl solutions up to 0.4 per cent, but not above that concentration. 

As an antigen in the complement-fixation test, R had little or no binding 
power with R or S sera. It. was more anticomplementary than the S$ type. 
The anticomplementary action was inhibited in suitable dilutions of antigen 
by immune and normal sera. 

The R type was fed to a pregnant guinea-pig. This animal gave birth 
to normal young and was free from infection when killed. The same dose 
of S produced abortion and the organism was recovered. Twelve guinea-pigs 
were injected with one slant of R each and none became infected. The 
organism was recovered from the apparently normal spleen 21 days, but not 
76 days, after injection. No agglutinins nor complement-fixing bodies were 
produced against either R or S by any of these animals. 

The R type was unchanged after 75 daily subcultures on liver agar and 
was still R after thirteen guinea-pig passages. The tenth, eleventh and 
thirteenth subcultures, while still R serologically, produced acute peritonitis. 
Suspensions of old cultures were not spontaneously agglutinated in some cases. 
These suspensions were not agglutinated by immune serum nor did they 
posses any antigenic value in the complement-fixation test. Subcultures from 
the old ones were spontaneously agglutinated. 

One liver agar slant of R injected by the intra-abdominal route failed to 
pOssess any antigenic value in the complement-fixation test. Subcultures from 
and four weeks later. There was no difference between the vaccinated and 
control groups judged by the criteria of serum titres, lesions, cultures and 
weights. 

The writer is grateful to Miss M. F. MacLennan of Christie Street 
Hospital, and Drs. H. B. Speakman and S. Hadwen of the Ontario Research 
Foundation, for helpful suggestions and criticism. This work was made 
possible by a grant from the Ontario Department of Agriculture. 
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PUBLIC HEALTH AND SOCIAL WELFARE 


URING the last few years there has been a rapidly accumulating 
0D cesdensaas of opinion in favour of the transfer to- some 

department of government of such organized interest in the 
social well-being of the members of any state or community as has 
been formerly evidenced by voluntary and semi-official agencies. This 
movement, which has been crystallized into action in many places, has 
brought about much in the way of discussion as to the most satis- 
factory placement of its administrative responsibility. The intimacy 
existing between ill health and poverty, delinquency and social mal- 
adjustment has led occasionally to some confusion as to the relation- 
ships which should exist between those engaged in the field of pre- 
ventive medicine and those in the sphere of preventable indigency. 

The entry of governments into a field which presents all the com- 
plexities that unfold when we probe into the “reasons why”’ any in- 
dividual or group of individuals are unable to maintain their social or 
economic equilibrium, must inevitably result in progress being made 
but slowly. However, constructive building towards an attainable 
objective is to be preferred to sporadic chasing after elusive panacea. 

The transition, which, during the last few years, has taken place 
in the field of public health, whereby it has been demonstrated that the 
physician or nurse must supplement the knowledge and experience 
gained in the curative field of medicine and accumulate a background 
specifically applicable to prevention, must be equally true in the field 
of social welfare. The qualities of kindliness, tact and some knowledge 
of human nature, are not enough; special training is essential. With 
such training comes a realization of one’s limitations as well as one’s 
possibilities; such a realization is followed by a clearer conception of 
the task and tends toward adjustments which ultimately lead to a 
union of all available resources. 

Poverty breeds disease; ill health conduces to indigency and 
delinquency; the prevention of which half of this vicious circle is to be 
charged to the physician, and which to the social worker, is only to be 
discovered by co-operative effort and continuous readjustment. 
Nothing will be gained and much will be lost by the presumptous 
assumption of all by one group, or by non-elastic delegation of a part 
to either. Things intimately integrated do not lend themselves to 


ready or ruthless division. 
J. T. Phair. 








EPIDEMIOLOGY AND VITAL STATISTICS 


A. L. McKay, B.A., M.D., D.P.H., and F. W. Jackson, M.D., D.P.H. 





The Present Outbreak of Poliomyelitis in Quebec 


A. R. Fotey, M.D., Dr. PH. 
Epidemiologist of the Provincial Bureau of Health, Quebec 


Spread of the Disease 


For the second consecutive year, 
acute anterior poliomyelitis appears 
in the epidemic form in the province 
of Quebec. Since 1926, the western 
provinces were one after the other 
paid a visit by the dreaded disease. 
In 1930 a few cases were scattered 
through Quebec and, in 1931, the 
wave swept over the city and the 
district of Montreal: nearly half the 
population of the province was thus 
closely exposed to the attack of the 
disease and some eleven hundred 
cases occurred. 

It was to be expected that the 
eastern part of the province would not 
be spared this year. In July, the 
Director of the Provincial Bureau of 
Health issued a circular letter, advis- 
ing the medical profession to be on 
the look out for cases of poliomyelitis 
and offering for each case the ‘“‘con- 
valescent’’ serum free of charge. 
Some days later, the first cases were 
diagnosed and to date—October 8th— 
540 cases have been reported to the 
Division of Epidemiology. 


Date of Onset 


It is interesting to compare the 
distribution of cases, by week of onset 
of the disease, in 1931 and in 1932. 
Of course, the eleven hundred cases 
for 1931 are distributed over the 
period of July to December and 
occurred in a dense population, while 
the 1932 cases are crowded within a 
period of three months and the disease 
affects a larger area but a lesser 
population. The peak of the epidemic 
—mode of the curve—has_ been 
reached three weeks earlier this year— 


that is, in the week ending August 
17th—with 98 cases, against the week 
ending October 3rd, 1931, with 148 
cases. 

It must also be borne in mind that 
figure II has been drawn from pre- 
liminary reports and that they may 
have to be slightly altered. This is 
specially true for the last bar, in 
figure II, representing the number of 
cases for the week ending October 8th. 
When reports yet to come are included, 
this last week is expected to show a 
higher number of cases. If we may 
depend on last year’s progress of the 
epidemic, a material decrease in the 
weekly number of cases ‘will soon be 
observed, though we know that the 
disease will still be with us late in the 
autumn. 


Geographical Distribution 


Since the beginning of the month 
of July, 540 cases have been reported 
in the whole province. Of these, 240 
cases occurred in the urban and 300 in 
the rural population. Out of the 240 
cases in the urban population, 201 
occurred in the city of Quebec. The 
focus of the epidemic this year has 
been the city of Quebec, though small 
communities, such as L’Ancienne- 
Lorette and Saint-Charles-de-Belle- 
chasse, have a higher attack-rate. 

It is to be noticed from figure Iil 
that the peak of the epidemic also 
occurred three weeks earlier in the 
city of Quebec than in the whole 
province. The population of the city 
of Quebec being nearly 140,000, the 
attack-rate has been—with the num- 
ber of known cases—143 per 100,000 
inhabitants; or, should we consider 
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only the susceptible and not the whole 
population—50,000—an attack-rate 
of 402 per 100,000 is reached. 
Among other cities and towns, 
Montreal reported 54 cases, Levis 11, 
Drummondville 9, Thetford Mines 4, 
Westmount 3 and Sherbrooke 3, 
while eleven other cities reported one 





case each. From the counties we had 
the following reports: Quebec County 
51 cases, Bellechasse 43, Papineau 19, 
Portneuf 16, Matapedia 15, Lot- 
biniére 14, Lévis 13, Labelle 10, Laval 
6, and nineteen other counties with 
five cases or less. 

It must be noted that cities and 
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counties in the vicinity of the city of 
Quebec presented a larger number of 
.cases than the remainder, 


Age and Sex Distribution 


There is no apparent anomaly in 
the age distribution of cases in this 
epidemic. Figure IV shows the well- 
known age distribution of poliomye- 
litis, by one-year intervals. 

As the epidemic reaches October 
and. the weekly number of cases 
decreases, the age incidence becomes 
higher, especially in the cases from 
the country. The disease, in the 
whole province, attacked males in 
64.4 per cent and females in 35.6 per 
cent of cases, which proportions are 
somewhat out of the normal. The 
attack rate would thus be higher in 
males than in previous epidemics. 
Of course, there is the possibility of a 
decrease in this particular percentage, 
when the final figures are tabulated. 


Spread in Families 


Poliomyelitis as a rule does not 
spread in families. In the city of 
Quebec, for which the data are more 
complete, multiple cases occurred in 
seventeen families. Fourteen families 
had two cases and three had three 
cases each. Out of a total of 164 
families attacked, 10.3 per cent had 
multiple cases, but out of the twenty 
patients that are to be considered as 
secondary cases, six came down with 
the disease within forty-eight hours 
of the onset of the first familial case. 
In other words, only fourteen cases 
are likely to have been infected by 
the primary case in the family. 


Site of Paralysis 


No complete tabulation has yet 
been made of the sites of paralysis 
amongst the victims of the present 
epidemic, but a fair sample of cases 
and the observations of clinicians and 
of our public health officers, indicate 
that the paralysis, this year, favoured 
the upper part of the limbs. In the 
arm, the deltoid and the biceps 
brachii have been more frequently 
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attacked, with the forearm and the 
hand practically free; in the thigh, 
the following muscles have been 
frequently affected: rectus femoris, 
vastus medialis, sartorius, adductor 


longus and gracilis, while the muscular 


groups of the leg and of the foot have 
been spared. 


Convalescent Serum 


It is beyond my scope to determine 
the value of serum therapy in the 
treatment of poliomyelitis. But the 
Provincial Bureau of Health decided 
that if there is a possibility of decreas- 
ing the number of crippled children 
through the use of convalescent 
serum, each child attacked with polio- 
myelitis should have the opportunity 
of receiving this serum, however 
expensive it may be. 

The serum is collected and prepared 
by the bacteriologists of the Pro- 
vincial Bureau of Health, in our — 
laboratories in Montreal. Two medi- 
cal inspectors are assigned to the task 
of locating the donors and of persuad- 
ing them to submit to a bleeding. 
These donors are examined and 
proved free of communicable diseases, 
such as pulmonary _ tuberculosis, 
syphilis, gonorrhea, typhoid, para- 
typhoid and undulant fevers. It must 
be established that all of them had a 
previous attack of poliomyelitis and 
that they are free from cancer. 
Persons who had the disease in recent 
years are favoured against those who 
suffered its attack a decade ago. All 
the actual donors receive payment for 
giving their blood. 

The operation is performed under 
strict aseptic conditions. The blood 
is left overnight to allow coagulation 
and the following morning the Wasser- 
mann and Widal reactions are per- 
formed. The test for sterility is the 
next procedure, following which the 
sera are pooled in order to insure an 
even and uniform strength and 
neutralizing power. The serum is 
filled in 30 cc. bottles for distribution. 

The administration of the serum 
belongs to the practitioner. As soon 
as a case is reported, one of our 
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inspectors sees the patient with the’ 


attending physician. When the 
clinical findings are positive and a 
diagnosis of poliomyelitis has been 
made, the serum is administered. 
We advise, in a manner consistent 
with the severity of the case and the 
urgency of the serum therapy, the 
following methods of administration: 


(a) When meningeal symptoms are 
present, or there is evidence of com- 
pression of the spinal cord and in the 
bulbar form of the disease, the 
intrathecal method. 


(b) When a case is seen during the 
establishment of the paralysis, or at 


the paretic stage, the intraveneous 
method. 


(c) When a diagnosis has been 
made early and the case is rather 
mild, the intramuscular method. 


The use of the intramuscular 
method is, however, favoured by the 
doctors and has been generally used. 
A very high percentage of cases— 
if not all—were seen by our medical 
inspectors and medical officers of 
health. Unfortunately, too many 
cases, especially those from the 
country, were reported to the doctors 
too late, the paralysis being already 
established. In those circumstances, 
we could not do much more than 
sympathize with the family. Quite 
a number of patients were hospitalized 
and are still under treatment. It is 
to be expected that the number of 
crippled children will be quite small; 
but this consideration belongs to the 
final report. 
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Mortality: 


The number of deaths from polio- 
myelitis in the province is not yet 
available; the best we can do is to 
base our fatality rate on the number 
of deaths occurring in the city of 
Quebec. Out of-201 cases in the city, 
28 had a fatal ending (13.4 per. cent). 
This fatality rate is lower than in 
many epidemics. We like to believe 
that the early diagnosis of cases, the 
rapid administration of the serum 
and the facilities for hospitalization 
have contributed to obtain this lower 
rate. 


Summary 


(1) Poliomyelitis has been prev- 
alent in the province of 
Quebec for the second con- 
secutive year. 

(2) The peak of the epidemic has 
been reached three weeks 
earlier than in 1932. 

(3) The focus of the epidemic 
was the city of Quebec and 
the adjacent district. 

The sex distribution of cases 
shows that a high percentage 
of males were attacked. 
Ten per cent of the families 
attacked had multiple cases. 
The site of election of paral- 
ysis has been the anterior 
muscles of the upper arm 
and the thigh. 

The serum is prepared and 
given free by the Provincial 
Bureau of Health. 

The case fatality rate, in the 
city of Quebec, has been, to 
date, 13.4. 


Laboratory Section Meeting 


7 is proposed that the Laboratory Section arrange a meeting to be held 


during the week of December 26th. 


the November issue. 


Further details will be announced in 









PUBLIC HEALTH NURSING 


Rusy M. Srmpson, Reg.N., and Mrs. Georce Hanna, Reg.N. 


Public Health Section Meetings at the 






Biennial Convention of the Canadian Nurses 


Association, Saint John, June, 1932 


Marcaret L. Moaa, R.N. 


ea meetings of the Public Health 

Section were well attended by 
nurses engaged in all forms of public 
health nursing throughout the Domin- 
ion. At the first general meeting the 
Chairman, Miss Margaret L. Moag, 
welcomed the representatives of the 
Provincial Sections and referred to 
the developments in public health 
nursing during the past two years. 
She spoke particularly of the increas- 
ing importance of mental hygiene in 
all branches of nursing, and empha- 
sized the need for close co-operation 
between the public health groups and 
other workers in related fields. She 
also stressed the vital importance of 
interpreting public health work to the 
lay members of every community, for 
without their understanding and co- 
operation there could be no progress 
or support. At this session Miss 
Eunice Dyke, Director of the Depart- 
ment of Health, Toronto, presented 
a paper on “The Implications of the 
Survey for Public Health Nurses.” 
Discussion was opened by Miss Edna 
L. Moore, Chief Nurse, Ontario De- 
partment of Health, and Miss Percy, 
Victorian Order of Nurses. The dis- 
cussion included references to the 
importance to public health nurses of 
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a knowledge of mental hygiene, and 
of the real need to centre the interests 
of nursing in the community rather 


than in the hospital. It was pointed 
out that this responsibility cannot be 
assumed by one group, and that the 
growth toward “community minded- 
ness” must be a joint growth in which 
all must take part. 

At the session on the following day 
a paper on “The Education of the 
Public Health Nurse,” prepared by 
Miss Margaret Kerr of the University 
of British Columbia, was presented. 
The discussion was opened by Mrs. 
Manson Prince, McGill University, 
Montreal, and Miss E. Fenton, Hali- 
fax, N.S. The great importance 
of the undergraduate course in the 
education of the public health nurse 
was emphasized, and it was stressed 
that failure on the part of the under- 
graduate school to give the basic 
understanding of public health essen- 
tial to all nurses throws an undue 
burden on the university school and 
interferes with what should be its pro- 
gramme. The need for certain 
necessary qualifications in the selec- 
tion of public health nurses was men- 
tioned, as was the danger of assuming 
that one was completely and finally 
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equipped after having taken a grad- 
uate course in public health nursing. 

A paper on “Supervision in Public 
Health Nursing” was presented by 
Miss Marion Nash, Educational 
Director of the Victorian Order of 
Nurses in Montreal. Discussion was 
opened by Miss Mary Millman, De- 
partment of Health, Toronto. The 
need for a text book on supervision, 
as suggested in the Survey, was re- 
peatedly voiced. The problem of staff 
education and how to stimulate nurses 
to keep themselves up-to-date by read- 
ing, etc., received considerable atten- 
tion, as did the difficulty experienced 
in supervising older nurses, and in 
creating in all nurses a felt need for 
supervision. The necessity of the 
supervisor to keep herself closely in 
touch with the work of the staff nurse 
by substituting for them during their 
vacation, sick leave, etc., was dis- 


cussed, and the necessity for refresher 
courses for supervisors also stressed. 


Miss Esther Beith, Educational 
Director of the Child Welfare Asso- 
ciation in Montreal, presented a paper 
on “Supply and Demand.” The dis- 
cussion was opened by Miss M. Wil- 
kinson, Director of the Ontario Red 
Cross Society, and Miss Dawson, 
Eastern Supervisor, Victorian Order 
of Nurses, and it was pointed out that 
demand means desire, and that public 
health nurses should lose no oppor- 
tunity to stimulate the desire for 
wider and fuller services of public 
health nurses, and to show the public 
what services are available. 

A very comprehensive summary of 
the reports of the provincial sections 
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was prepared and presented by the 
Secretary, and it was recommended 
that this report be typed by the 
National Office and distributed to the 
provincial sections later. 

Discussion at all meetings was full 
of interest and stimulation, but it was 
felt that each section had much that 
was interesting for all nurses. It was 
therefore suggested that open meet- 
ings of the sections might be arranged 
at the next Biennial Conference. 

Three resolutions were presented to 
the Canadian Nurses Association for 
the Section: 


1. Resolved that the Canadian Nurses 
Association be requested to send a reso- 
lution to the Minister of the Department 
of Pensions and National Health, re- 
questing that a representative from the 
Public Health Section of the Canadian 
Nurses Association be appointed to the 
Dominion Council of Health. 


. Whereas Public Health Nursing would 
be greatly benefitted by the interchange 
of its nurses, 


Be it resolved that the Canadian Nurses 
Association be requested to make every 
effort to include Public Health Nurses 
in the plans for national and international 
exchange of nurses. 


. Whereas nursing education is a subject 
of general and not sectional concern, and 
requires for its best development the 
contributions of all branches of nursing, 
Therefore be it resolved that the Cana- 
dian Nurses Association be requested to 
consider the formation of a central 
organization apart from, and contributed 
to by the Private Duty, Public Health 
and Hospital or Institutional Sections to 
carry on the study and related activities 
of nursing education. 


The officers elected for the next two 
years were: Chairman, Miss Margaret 
L. Moag (re-elected); Vice-Chair- 
man, Miss Margaret Kerr; and 
Secretary-Treasurer, Mrs. I. Manson 
Prince (re-elected). 











Sanitary Programmes 


ANITARY _ construction __ pro- 

grammes for the past summer have 
been very much below those of other 
years. Until the present depression 
it was customary for most of the 
construction work to be carried on 
during the summer. The necessity 
for unemployment relief measures 
changed this, and induced the muni- 
cipalities to carry on as much work 
as possible during the winter months. 

As a result, the past two winters 
have seen a good deal of work on 
waterworks and sewerage systems 
throughout the country. These pro- 
grammes have, for the most part, 
ceased during the summer. What the 
situation will be this fall remains to 
be seen. With the reported discon- 
tinuance of relief grants for unem- 
ployment projects, it is questionable 
if the municipalities will endeavour 
to do a great deal of this work. Many 
of them have completed their pro- 
grammes and in several instances the 
work is well in advance of any 
immediate requirements. 

A number of waterworks systems 
and sewerage extensions have been 
left in abeyance, with the thought 
that something might be done during 
the present winter. Municipalities 
may decide either to give direct relief 
or to carry on this work on a smaller 
scale and to finance it themselves. 


Where unemployment is acute, it does 
seem an opportunity to complete these 
programmes, and at a minimum of ex- 
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penditure to the municipalities con- 
cerned. If a certain amount of money 
is to be given for direct relief, it 
would seem wise that this be devoted 
to work which will be of value to the 
municipality in later years. The ex- 
penditure on many of these pro- 
grammes is largely for labour rather 
than for materials. If direct relief 
is required, the municipality can 
employ these men on this work with 
no extra expenditure. The cost of 
the work under such conditions would 
merely be the cost of the materials 
employed. There are certain types of 
work in which the cost of materials is 
proportionally less than in others. 
Naturally these would be the ones to 
which favourable consideration would 
be given. Waterworks and sewerage 
extensions come within this class. 


Oshawa Filtration Plant 


The official opening of the new 
water filtration plant at Oshawa, 
Ontario, took place on October 7th. 
The public were invited to be present, 
and to inspect the new plant. Work 
was begun last fall and is now com- 
pleted. It is a modern gravity 
mechanical plant which will take 
water from Lake Ontario. The rated 
capacity is six million gallons a day. 
The cost is given as $155,390. The 
construction of this plant has been 
advocated for a long time, and it 
should bring a very necessary im- 
provement to the water supply of that 
city. 








NEWS AND COMMENTS 


Toronto Waterworks Programme 


The very extensive waterworks 
programme for the city of Toronto 
is progressing favourably. It includes 
the reservoir on St. Clair Avenue, the 
tunnel along the waterfront, and a 
new filtration plant at Victoria Park. 
The contracts for the latter have been 
let and work has commenced. In view 
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of the very difficult problem of taste 
control in the present water supply 
of the city, plans are being made to 
incorporate in the new plant the latest 
developments in this field. Provision 
has been made for super-chlorination, 
pre-ammoniation or activated carbon, 
all of which have proven useful under 
specific conditions. 


REPORTED CASES OF CERTAIN COMMUNICABLE DISEASES IN CANADA* 
BY PROVINCES—AUGUST, 1932. 


Diseases Scotia | wick 
Diphtheria..... 


Scarlet Fever. . 


Cerebrospinal 
Meningitis. . 
Anterior 
Poliomyelitis 
Typhoid Fever 
Trachoma.....} — — 


| New 
P.E.I. | Nova |Bruns-} Quebec | Ontario | Mani- |Saskat- |Alberta| British 
b Columbia 


chewan 


45 10 
— 3 


*Data furnished by the Dominion Bureau of Statistics, Ottawa. 


tNot reportable. 


NEWS AND COMMENTS 
P. A. T. Sneatu, M.D., D.P.H. 


Sir Ronald Ross Passes 


IR RONALD ROSS, whose dis- 
covery that the anopheles mos- 
quito carries the malaria parasite, was 
responsible for controlling one of the 
world’s most terrible scourges, died in 
London, England, on September 12th 
at the age of 75. For the past five 
years he was partially paralyzed and 
for many weeks had been critically ill. 
He died in the Ross Institute and 
Hospital for Tropical Diseases, of 
which he was director-in-chief. 

Sir Ronald was born in Almora, 
India, on May 13, 1857, the son of a 
British general. He studied medicine 
at St. Bartholomew's Hospital, Lon- 


don, and in 1881 entered the Indian 
medical service. In 1893 he began a 
series of investigations into the cause 
of malaria. He was aware of the 
suggestion made by pathologists that 
malaria was transmitted by the 
mosquito. The malaria germ had 
been found in the blood of human 
sufferers from the disease; its life 
history in the human host had been 
traced. Only one step remained: 
to find it in the mosquito and to trace 
it there. This Sir Ronald—then 
Major Ross—did. 


In 1899 Sir Ronald resigned from 
the Indian Medical Service and joined 
the Liverpool School of Tropical 
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Medicine for Research and Teaching 
and later became professor of tropical 
medicine at Liverpool University. 
In 1902 he received the Nobel prize in 
medicine in honour of his investiga- 
tions. He was appointed physician 
for tropical diseases to King’s College, 
London, in 1913 and during the 
Great War served as war office con- 
sultant in malaria. He was founder 
of the Ross Institute and Hospital for 
Tropical Diseases and took an active 
interest in its work until his death. 


British Columbia 


Dr. J. G. McCAMMON, School 

Medical Inspector for Burnaby, 
is doing postgraduate work at the 
School of Hygiene, University of 
Toronto. 


Manitoba 


"THE Hon. R. A. Hoey, Minister of 

Education, has succeeded Hon. 
Dr. W. E. Montgomery as Minister 
of Health and Public Welfare. The 
Hon. Mr. Hoey will be responsible for 
both portfolios. 


Ontario 


HARP curtailment of the number 
of students permitted to study 
medicine at the University of Toronto 
because of the harmful crowding in 
class rooms and laboratories and the 
need of fewer physicians, is advocated 
by the Council of the Faculty of 
Medicine in the report of Dean J. G. 
FitzGerald, issued October 12th. A 
lesser number of physicans and sur- 
geons than are now in training will be 
able to care for the medical needs of 
the community in a satisfactory 
manner in the future, the report 
affirms. Under the restrictions 
planned, only 100 new students 
would be admitted each year, com- 
pared to 151 registered last year. 
The tentative new ruling will be sub- 
mitted to the Board of Governors for 
approval. 


The many friends of Dr. John 
Amyot throughout Canada will be 
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glad to learn that he is slowly regain- 
ing his strength and making a satis- 
factory convalescence from a severe 
illness. 


The Canadian Tuberculosis As- 
sociation is continuing the publication 
of the BULLETIN, which was formerly 
published through the courtesy of the 
Department of Agriculture. Public 
health workers throughout Canada 
will be glad to learn of its reappear- 
ance. 


Dr. J. G. FitzGerald, Dean of the 
Faculty of Medicine and Director of 
the Connaught Laboratories and 
School of Hygiene, University of 
Toronto, attended the meeting of 
the Health Committee of the League 
of Nations, which was held in Geneva 
from October 10th to 17th. 


Quebec 


"THREE additional counties have 

voluntarily requested the Pro- 
vincial Bureau of Health to establish 
health units. This will make a total 
of thirty such units, representing 
thirty-six counties (including towns) 
and providing full time complete 
health service for a population of 
approximately 1,000,000 people—con- 
siderably more than 50 per cent of the 
population to be organized under the 
health unit system. Most encourag- 
ing is the fact that the three counties 
have voluntarily requested the crea- 
tion of these health units, appreciating 
the great improvement in rural health 
that inevitably follows. It is hoped 
that within the next five years the 
entire fifty to fifty-five units planned 
will be in operation. 


Prince Edward Island 


DR..?. A. CREELMAN, formerly 
~ Chief Health Officer for Prince 
Edward Island, has resigned in order 
to devote all his time to the sanator- 
ium and tuberculosis diagnostic work 
throughout the province. Dr. B. C. 
Keeping succeeded Dr. Creelman as 
Health Officer on October Ist. 











